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Introduction
INTRODUCTION TO THE PORTFOLIO
This portfolio contains a selection of work completed during the PsychD Clinical 
Psychology training course and is divided into three chapters relating to the academic, 
clinical, and research components of the course. The academic chapter comprises five 
essays, which cover both "core" and "specialist" subjects. The clinical chapter contains 
details of all clinical placements undertaken and summaries of clinical case reports from 
these placements (with the exception of the specialist learning disabilities placement). 
The clinical case reports are submitted in a separate confidential volume along with 
placement evaluation forms and clinical activity logbooks. The research chapter 
comprises a literature review, a small-scale research project (incorporating research on 
placement) and a large-scale research project.
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ADULT MENTAL HEALTH ESSAY
Therapy outcom e studies suggest that  cognitively based
INTERVENTIONS ARE MORE EFFECTIVE THAN BEHAVIOURAL 
INTERVENTIONS AS TREATMENT FOR ANXIETY DISORDERS.
Discuss in  r e l a h o n  t o  e i th e r  s o c ia l  pho b ia  o r  p a n ic  d is o rd e r .
u
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1 Introduction
Panic disorder (PD) is an anxiety disorder characterised by recurrent and sometimes 
unpredictable panic attacks (d a rk  & Ehlers, 1993; Klerman, Hirschfield, Weissman, 
Pelicier, Ballenger, Costa e Silva, Judd & Keller, 1993). Although discussion of panic has 
a long history, PD only emerged as a distinct psychiatric entity with its inclusion in the 
1980 edition of the Diagnostic Statistical Manual of Mental Disorders (DSM-III; 
American Psychiatric Association [APA], 1980). This was followed by an increase in 
research on the subject, one practical outcome of which has been the pharmacological 
and psychological treatments now widely available (Klerman et al., 1993). This essay 
reviews the comparative effectiveness of two psychological treatments for PD, 
cognitively based and behavioural interventions. Before examining this directly, both 
the features and epidemiology of PD are described. This is then followed by an outline 
of the theoretical basis of cognitively based and behavioural interventions for PD, the 
aims of these interventions and the criteria by which the effectiveness of treatments for 
PD have been evaluated. The main body of the discussion, however, focuses on 
addressing whether cognitively based interventions are more effective than behavioural 
interventions in treating PD.
2 Clinical Description and Epidemiology of PD
A diagnosis of PD is reserved for individuals who experience recurrent panic attacks; at 
least some of which must occur spontaneously (APA, 1993; Clark & Ehlers, 1993). DSM- 
IV (APA, 1993) defines a panic attack as a discrete period of intense fear or discomfort 
associated with at least four of a list of physical symptoms. These physical symptoms 
include shortness of breath, dizziness, palpitations, trembling, sweating, nausea, 
derealisation, paresthesia and chest pain (APA, 1993). DSM-IV (APA, 1993) subdivides 
PD into PD with agoraphobia, or "fear driven situational avoidance" (Andrews, Crino, 
Hunt, Lampe & Page, 1994, p. 26) and PD without agoraphobia. The severity of 
agoraphobia is subdivided into mild, moderate and severe (APA, 1993; Klerman et al., 
1993). PD with or without agoraphobia is a serious psychopathological condition. 
Studies have shown a lifetime prevalence of about 5% for PD with agoraphobia and 
about 2% for PD without agoraphobia (Wittchen & Essau, 1991). PD is associated with 
tendencies towards chronicity and recurrence over time, significant impairment in
12
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quality of life and social functioning in addition to increased morbidity and mortality 
from medical illness and suicide (Klerman et al., 1993). The prevalence, severity, and 
long term sequalae of PD emphasises the importance of effective treatments for this 
anxiety disorder (Michelson & Marchione, 1991).
3 Theoretical Rationale of Behavioural and Cognitively Based Interventions for PD
For many years panic was considered mainly from a biological perspective and 
medication therefore the predominant treatment (Edelmann, 1992). However, in the 
1980's and early 1990's psychological explanations steadily emerged (Margraf, Barlow, 
Clark, & Telch, 1993). These, together with increasing concerns about the utility of drug 
based treatments, fuelled the development of psychologically based treatments, 
including behavioural and cognitively based interventions (Edelmann, 1992).
3.1 Behavioural Interventions
From a behavioural perspective, PD is understood to result from classical conditioning. 
The initial panic attack is regarded as an unconditioned response to hyperventilation 
and intense fear whilst future panic attacks are considered to occur as a result of 
classical conditioning (Wolpe & Rowan, 1988). Agoraphobia is believed to develop 
because a person with PD seeks to prevent further attacks. This avoidance inhibits the 
reconditioning of fear responses through extinction (Klerman et al., 1993). The 
avoidance itself is maintained by negative reinforcement, for example, because the 
person's anxiety diminishes due to their avoidance. Behavioural interventions focus on 
preventing hyperventilation, the deconditioning of anxiety as a response to 
hyperventilation and addressing agoraphobic avoidance if applicable. Behavioural 
techniques include breathing retraining, relaxation training, and exposure including 
interoceptive exposure in which patients are exposed to feared sensations (Clark, 
Salkovskis, Hackmann, Middleton, Anastasiades & Gelder, 1994).
3.2 Cognitive Interventions
The cognitive theory of panic states that panic attacks result from the catastrophic 
misinterpretation of certain bodily symptoms (e.g. Barlow, 1988; Beck, 1988; Clark, 1986).
13
Academic Chapter: A du lt M ental Health Essay
Benign sensations are misinterpreted as signs of imminent physical or mental danger, 
for example having a heart attack or going mad. The misinterpretation leads to further 
anxiety causing further and more intense bodily sensations, which strengthen the 
misinterpretation and produce a viscous circle which culminates in a panic attack 
(Clark, 1986; Salkovskis, Clark & Hackmann, 1991). Clark and colleagues (1988 cited in 
Edelmann, 1992) note that people with PD may engage in avoidance to maintain their 
negative beliefs. This avoidance may be subtle, or may be of a sufficient degree to 
constitute agoraphobia (Edelmann, 1992). Cognitively based interventions primarily 
aim to change patients catastrophic misinterpretations by helping them identify and test 
alternative, more accurate explanations of these symptoms. However, cognitive 
treatment frequently incorporates behavioural elements, for example breathing 
retraining and behavioural experiments, although the cognitive component is 
considered to be the most critical. A number of studies have indicated both behavioural 
and cognitively based interventions to be effective in the treatment of panic disorder. 
More recently, studies have begun to examine the comparative effectiveness of these 
two psychological treatments.
4 The Aims of Intervention for the Treatment of PD
The primary aims of treatment for PD are to control the panic attacks, prevent relapse, 
and, if applicable, to reduce any concurrent agoraphobic avoidance (Andrews, Crino, 
Hunt, Lampe & Page, 1994). Consequently, the following measures have most 
commonly been used as indicators of effectiveness: panic free status; long term outcome; 
and degree of avoidance (Klerman et al., 1993). Many studies also include measures of 
generalised anxiety and functional impairment (Klerman et al., 1993). In addition, some 
studies include end-state functioning although the way this is defined tends to vary 
from study to study. Whilst measures of effectiveness focus primarily on the panic 
attacks and associated avoidance, clearly, the broader effects of treatment are also 
considered to be important.
14
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5 Comparative Outcome Studies of Behavioural and Cognitively Based Interventions 
for the Treatment of PD
5.1 PD with no or mild agoraphobia
In a randomised controlled study Barlow, Craske, Cemy and Klosko (1989) compared 
applied relaxation training, interoceptive exposure plus cognitive restructuring, a 
combined modality which included relaxation training, interoceptive exposure and 
cognitive restructuring, and a waiting list control as treatments for patients with PD 
with no or mild agoraphobia. All treatment conditions included exposure to anxiety 
provoking situations. An assessment of treatment credibility, which potentially affects a 
person's response to treatment, was included in this study. The groups did not differ in 
terms of their credibility rating for each treatment. The results indicated that all 
treatments were effective in eliminating panic attacks but that the interoceptive exposure 
and cognitive restructuring condition and the combined modality condition were 
superior to both the waiting list and applied relaxation conditions. In addition, there 
was an overall improvement in associated anxiety and general functioning for all 
treatment conditions. However, whilst 90% of patients in both the exposure and 
cognitive restructuring and the combined modality treatment conditions were panic free 
at the end of treatment only 50% reached high end-state functioning. End-state 
functioning was determined on the basis of: a clinician's rating of severity; a self rating 
of severity; 0 panic attacks per week; a mean anxiety rating; and the Subjective Symptom 
Scale. Indeed, as Barlow and colleagues (1989) noted, despite significant improvement, 
these patients were still left with some residual anxiety and with continuing impairment 
in daily functioning.
Barlow and colleagues followed up the patients in the study described above over a 
two-year period, publishing the results in 1991 (Craske, Brown & Barlow, 1991). These 
results indicated that gains in all areas were largely maintained over the two-year 
period. However, the applied relaxation treatment condition demonstrated less stable 
patterns, the patients in this group showing deterioration on measures of depression, 
general anxiety, somatic symptoms and clinical ratings of severity. Caution is needed in 
interpreting these results given that the paucity of self monitoring data at the follow up 
assessment led to reliance on retrospective self reports about the number of panic attacks 
experienced although retrospective recall in PD patients is more likely to bias results
15
Academic Chapter: A du lt Mental Health Essay
negatively (Barlow et al., 1991). A further limitation of the follow up data is the fact that 
involvement with alternative treatments over the two-year period was not ascertained 
for each participant However, trends based on the available data were consistent with 
outcome measures, participants receiving interoceptive and cognitive restructuring 
being less likely to have sought alternative professional help in comparison to those who 
had received relaxation training (Craske et al., 1991). Despite its limitations, the study 
carried out by Barlow and colleagues (1991) suggests that treatments, which are 
cognitively based, or incorporate a cognitive component, are more effective than purely 
behavioural interventions. Relaxation training was clearly less effective and had a 
significantly higher attrition rate than the other treatments.
Clark and colleagues (1994) compared cognitive therapy, applied relaxation, 
imipramine, and a waiting list control as treatments for PD. The study was both 
randomised and controlled, and included a measure of treatment credibility. All 
treatments were found to be equally credible. Measures of effectiveness primarily 
included panic frequency, panic distress and general tension and anxiety. Cognitive 
therapy was the most consistently superior treatment followed by imipramine. 
Moreover, the proportion of patients in high end-state functioning was significantly 
greater for the cognitive therapy group compared to either the applied relaxation or 
imipramine groups. End-state functioning was based on panic attack frequency and 
panic related distress/  disability. The study carried out by Clark and colleagues has 
been criticised for modifying the version of applied relaxation training used in the 
study, this modification potentially reducing the effectiveness of this treatment.
Ost and Westling (1995) compared the effectiveness of the same version of applied 
relaxation used by Clark and colleagues (1994), but in its unmodified form, to cognitive 
behaviour therapy as treatments for PD with either no or mild agoraphobic avoidance. 
Both treatments included in this study were found to be equally and highly credible. 
Ost and Westling (1995) found no significant differences between the treatments on any 
of the outcome measures. These included measures of panic frequency, panic related 
distress/  disability, generalised anxiety, somatic sensations and depression. In addition, 
there were no significant differences between the percentage of panic free patients for 
both treatments. Moreover, the effects were maintained and further improvement noted 
at one-year follow up. It is important to note that the fact therapists were relatively new
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to cognitive therapy compared to applied relaxation training may have affected the 
findings. Indeed, when the data was reanalysed excluding four cognitive therapy 
training cases a higher percentage of patients receiving cognitive therapy had achieved 
high end-state functioning compared to patients receiving applied relaxation. High end 
sate functioning was based on panic frequency and an assessor rating of severity of PD.
Amtz and van den Hout (1996) carried out a study similarly comparing cognitive 
therapy with applied relaxation for the treatment of patients with a primary diagnosis of 
PD with no or mild agoraphobia. The results of this study found cognitive therapy to be 
superior to applied relaxation with 77.8% of patients who received cognitive therapy 
and 50% of the patients who received applied relaxation training being panic free at the 
end of treatment. Moreover, cognitive therapy remained slightly more effective at six- 
month follow up although the differences between the treatments had reduced. 
However, the fact further treatment was offered to patients may have contributed to this 
reduction. Limitations of this study include the fact that treatment credibility was not 
measured although the studies discussed above found cognitive therapy and applied 
relaxation to be comparably credible. In addition, although the study used a 
randomised design, a control group was not included.
Overall, the studies described appear to provide promising results for the effectiveness 
of cognitively based interventions in the treatment of PD with no or mild agoraphobia. 
However, given that these studies all involved in multifaceted treatment programmes it 
is difficult to ascertain whether the cognitive element is the effective treatment 
component, or whether exposure and breathing training is also a necessity. Salkovskis 
and colleagues (1991) carried out a study, which addresses this question to some extent. 
Salkovskis and colleagues (1991) demonstrated that it is possible to reduce panic 
substantially using a brief cognitive treatment, which excludes breathing retraining, and 
exposure to feared situations or sensations. The results suggest that the cognitive 
element of treatment packages is effective in treating PD and that behavioural 
components may not be necessary. However, the findings are limited given that the 
study did not include a comparison of other treatments or a control group. Assessing 
the comparative effectiveness of cognitively based and behavioural interventions 
directly Margraf and Schneider (1991 cited in Margraf et al., 1993) compared pure 
cognitive therapy with cognitive therapy plus exposure with pure exposure therapy in
17
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the treatment of panic disorder. All conditions led to a significant improvement with 77 
- 93% of all patients being panic free at the end of treatment However, there were slight 
differences between the attrition rates, 0% for the combined treatment condition, 14% for 
the pure cognitive treatment condition and 20% for the pure exposure treatment 
condition.
The studies discussed above have been concerned with patients suffering from PD with 
no or only mild agoraphobia. The following section examines the comparative 
effectiveness of cognitively based and behavioural interventions for the treatment of 
patients with PD with moderate or severe agoraphobia
5.2 Panic disorder with moderate or severe agoraphobia
Ost, Westling and Hellstrom (1993) compared applied relaxation, exposure in vivo and 
cognitive therapy as treatments for PD with moderate or severe agoraphobia. There 
were no significant differences between credibility ratings for the three treatments. All 
groups improved on measures of agoraphobia, generalised anxiety, depression and 
behavioural measures of avoidance and maintained these gains at one-year follow up. 
At the assessment of outcome immediately after treatment applied relaxation 
demonstrated a slightly greater improvement than cognitive therapy whilst exposure 
did not differ significantly from either group. The applied relaxation group maintained 
treatment gains at one-year follow up whilst the exposure and cognitive therapy groups 
showed further improvements. It is, however, important to note that a higher number of 
patients in the cognitive therapy group received further treatment during the follow up 
period in comparison to the other treatment groups and that this may account for any 
further improvements noted. A confounding factor in this study is the fact that all three 
groups had self-exposure instructions, which itself had been shown to be effective in the 
treatment of agoraphobia (Ost et al., 1993). A further limitation of this study is the fact 
that a control group was not included.
Examining agoraphobia more directly Burke, Drummond, and Johnston (1997) 
compared exposure and cognitive behaviour therapy. Although the study was 
concerned with agoraphobia as opposed to PD, 23 of the 39 participants had panic
18
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disorder and were balanced between the two treatment groups. There was no evidence 
for cognitive behaviour therapy enhancing the effectiveness of treatment. However, 
cognitive behaviour therapy did better than exposure group on behavioural measure at 
follow up although, as Burke and colleagues (1997) have highlighted, this may have 
been a chance finding. The fact only female patients were included in this study 
prevents generalisations from being made. Jacobson, Wilson and Tupper (1988 cited in 
Michelson & Marchione, 1991) analysed 11 studies of exposure based interventions for 
the treatment of PD with agoraphobia. Composite scores derived from multiple 
measures indicated that 58% of participants in these studies achieved clinically 
significant improvements. The improvement was maintained at follow up. However, 
Michelson and Marchione (1991) state that caution needs to be exercised in drawing 
conclusions from these results because many of these studies suffer from design flaws 
although they do not go on to explain what these flaws are.
The studies discussed above indicate that behavioural intervention and more 
specifically exposure are the most effective from of treatment for agoraphobia. 
However, the studies fail to address the comparative effectiveness of these interventions 
for the treatment of panic in PD patients with moderate or severe agoraphobia. Indeed, 
measures of panic frequency and panic related distress/ disability have rarely been 
included in evaluating the effectiveness of treatment for PD with moderate or severe 
agoraphobia.
6 Conclusion
The preceding discussion suggests that cognitively based interventions are more 
effective than behavioural interventions as a treatment for panic disorder with no or 
mild agoraphobia on measures of panic frequency, panic related distress, avoidance, 
generalised anxiety and in some cases depression. However, what is less clear is 
whether cognitive therapy alone or a combined modality, which incorporates both 
cognitive and behavioural components, is the most effective. Indeed, few studies have 
directly compared pure cognitive therapy and pure behavioural therapy. The discussion 
also demonstrated that PD patients with moderate or severe agoraphobia may derive 
greater from a behavioural intervention, and more specifically exposure, versus a
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cognitively based intervention. However, the impact of treatment on panic was not 
addressed in studies evaluating treatments for PD with moderate or severe agoraphobia. 
A study by van den Hout and colleagues (1994, cited in Amtz & van den Hout, 1996) 
found cognitive therapy to be successful in reducing panic but not agoraphobic 
avoidance, at least not in the short term, and exposure in vfvo to be successful in 
decreasing avoidance but not panic. Clearly, a thorough assessment to determine 
whether panic or agoraphobia should be the primary target of intervention for patient 
with PD is crucial.
It is important to note that these conclusions are tentative. The primary outcome 
measure used in studies evaluating the comparative effectiveness of different 
interventions for the treatment of PD, that is panic status, may not be useful. A person 
can be panic free because they remain at home or avoid anxiety provoking situations. 
Another limitation of the studies reviewed in the preceding discussion is that fact 
effectiveness was primarily assessed using psychological measures and did not examine 
the impact treatments had on social and vocational functioning. In addition, despite its 
importance, quality of life data have yet to be addressed in treatment outcome studies 
(Klerman et al., 1993). Michelson and Marchione (1991) have also argued for the need 
for studies addressing long term outcome and assessing the longitudinal adjustment of 
patients with PD receiving cognitively based interventions versus other psychosocial 
treatments. For example, whether patients receiving cognitively based treatment exhibit 
superior maintenance effects and fewer clinical sequalae.
The studies discussed above indicate cognitively based interventions to be promising 
treatments for PD with no or mild agoraphobia and behavioural interventions to be 
promising treatments for PD with moderate or severe agoraphobia. However, further 
research is needed before firm conclusions about the comparative effectiveness of 
cognitively based and behavioural interventions can be drawn.
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LONG-TERM DISABILITIES ESSAY
WHAT IS PSYCHIATRIC REHABILITATION?
Discuss w ith  re f e re n c e  t o  a t  l e a s t  t h r e e  m o d e ls  o f  in te r v e n t io n
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1 Introduction
In North America and in the UK, particularly since the advent of the market economy 
within the National Health Service (NHS), the need to define psychiatric rehabilitation 
has become increasingly important in response to demands from those who fund 
services (Bridges, Huxley & Oliver, 1994). Defining psychiatric rehabilitation is also 
crucial for performance indicators, clinical audit and quality assurance. However, 
psychiatric rehabilitation is widely misunderstood. The term has frequently been 
confined to certain clinical conditions, activities, or settings (Lavender & Watts, 1994). 
For example, it is often thought of as only for people with schizophrenia despite the fact 
that people with a variety of other mental health problems require psychiatric 
rehabilitation services (Lavender & Watts, 1994; Perkins & Redder, 1996). In addition, 
there has been a general failure to distinguish between the end point of rehabilitation and 
the process of rehabilitation (Shepherd, 1995; Watts & Bennett, 1983). For example, there 
has been a tendency to view rehabilitation as synonymous with resettlement. 
Resettlement may be the end point for some people but does not form the essence of 
their rehabilitation (Dilks & Conning, 1995).
Psychiatric rehabilitation is concerned with people who are disabled by serious ongoing 
mental health problems which are usually distinguished on the basis of the following 
three dimensions proposed by Bachrach (1988); diagnosis, duration and disability. It is 
important to emphasise that these three factors inter-relate and that no single factor is 
adequate in defining serious ongoing mental health problems although disability plays a 
primary role (Morris, 1993; Perkins & Repper, 1996). Wing (1981) has distinguished 
between three levels of psychiatric disability: primary impairments which are the result 
of the mental health problem itself, for example, hallucinations; secondary impairments 
which result from the way an individual responds to and copes with having a 
psychiatric disability and; tertiary handicaps which result from disturbance or reflect 
pre-existing deprivation and disadvantage, for example, stigma, poverty. Clearly, the 
environment plays a critical role in psychiatric disability.
In general terms, the objective of psychiatric rehabilitation is to minimise the negative 
effects of psychiatric disability and to maximise an individual's strengths and abilities 
with the aim of achieving an optimal level of functioning and well being (Bridges,
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Huxley and Oliver, 1994). However, this definition is concerned with the end point as 
opposed to the process of psychiatric rehabilitation with which the proceeding 
discussion is concerned. Shepherd (1995) has argued that the process of psychiatric 
rehabilitation is more a way of thinking, a philosophy, than a set of techniques. 
However, a philosophy of rehabilitation is not enough when it comes to intervening and 
planning the care of an individual; a model for approaching and understanding the 
person's difficulties in such a way as to guide and organise treatment and intervention is 
needed (Dilks & Conning, 1995).
A number of models of intervention have been associated with psychiatric rehabilitation 
including cure, skills, needs, and disabilities models (Ekdawi & Conning, 1995; Perkins 
& Repper, 1996). These different models provide us with blueprints of the process of 
psychiatric rehabilitation (Lavender & Watts, 1994). Each model will lead to different 
understandings of a client's problems, different priorities and methods of intervention, 
and therefore to different understandings of what psychiatric rehabilitation is (Ekdawi 
& Conning, 1995). Consequently, a critical examination of the applicability of these 
models to people with serious ongoing mental health problems and the psychiatric 
disabilities they experience as a consequence of these forms the basis for addressing the 
question what is psychiatric rehabilitation. The very fact that more than one type of 
model exists indicates there is no clear-cut answer. Given that disabilities models tend 
to be predominantly concerned with defining disabilities and offer little guidance 
concerning what might be done in terms of intervention they will not be considered 
here. The reader is referred to Ekdawi and Conning (1995) for a more detailed 
discussion of this approach.
2 Models of Intervention
2.1 Cure Models
Cure models understand disturbances to stem from underlying deficits. The emphasis 
is on identifying signs or symptoms of these underlying deficits, whether these be 
neurochemical imbalances, faulty cognitions or intra psychic processes and applying 
interventions, medication, psychotherapy and so on, with the aim of putting things right 
(Dilks & Conning, 1995; Perkins & Repper, 1996). Within this framework, diagnosis and
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treatment with the aim of effecting a cure forms the basis of psychiatric rehabilitation. 
However, this type of approach would appear to have limited utility in work with 
people who have ongoing disabilities (Perkins & Redder, 1996; Dilks & Conning, 1995). 
By definition these disabilities are chronic and the goal of full recovery often not realistic 
(Shepherd, 1991). Indeed, treatments will no doubt have been tried and failed. 
Pursuing this course of action is not only futile but also likely to lead to demoralisation 
and hopelessness both in patients and in staff. However, although treatment may be 
inadequate, it is an integral part of the assessment process, helping to define the limits of 
disability and chronicity (Shepherd, 1984).
Pilling (1991) has suggested that cure models are corrupt, viewing cure as the only real 
desirable outcome and by implication denigrating all other attempts at rehabilitation. 
Indeed, Perkins & Repper (1996) argue that cure based approaches have led to the 
prioritisation of treatment and devaluation of support and care. Given that "cure" is not 
realistic and that by definition the disabilities faced by a person with an enduring 
serious mental health problem are ongoing, support is likely to be crucial in terms of 
optimising that individual's level of functioning and well being. It is also important to 
note that an overzealous application of this view of rehabilitation with its focus on 
"curing" could lead to a denial of the reality of the experience of mental illness (Perkins 
& Repper, 1996).
Cure models place a strong emphasis on diagnosis to establish what is likely to be the 
most appropriate and the most effective treatment for effecting a cure. Unfortunately, 
by the time most patients reach rehabilitation services their diagnosis predicts little 
about progress, symptoms, or interventions (Summers & Hersch, 1983). Moreover, 
diagnoses can lead to stigmatisation and stereotyping (Ekdawi & Conning, 1995). This 
is clearly illustrated in Rosenhan's famous study. On Being Sane in Insane Places, in 
which researchers managed to get admitted to psychiatric hospitals after reporting that 
they were hearing voices. Although the researchers behaved normally once admitted, 
their behaviour continued to be interpreted in light of the diagnosis they had initially 
received. In addition, an over reliance on diagnoses can lead to block treatments rather 
than to individualised care plans, for example, the use of antipsychotics to treat 
"schizophrenics", the use of antidepressants or psychotherapy to treat "depressives" and 
so on. Despite the problems, a diagnosis can be comforting for an individual providing
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relief by offering an explanation for the symptoms they have been experiencing (Ekdawi 
& Conning, 1995).
Cure models fail to distinguish between symptoms and functioning (Shepherd, 1995). 
There is often an implicit assumption that putting the underlying pathology right will 
generalise to overall functioning. However, there is generally not a direct relationship 
between an individual's symptoms and their level of functioning (Shepherd, 1995). This 
failure to distinguish between symptoms and functioning has resulted in cure models 
offering little guidance regarding how functioning can be optimised and maintained, an 
important priority in psychiatric rehabilitation (Dilks & Conning 1995). A cure-based 
approach appears to be both inadequate and unhelpful with regards to serious ongoing 
mental health problems. Although diagnosis and treatment form an important part of 
the psychiatric rehabilitation process, they are just that, only a part of it. For example, 
ongoing support and a consideration of the environment are also crucial to serious 
ongoing mental health problems. Within a cure-based perspective, psychiatric 
rehabilitation is solely concerned with one level of psychiatric disability, primary 
impairment and fails to address either secondary impairment or tertiary handicap. A 
broader perspective is clearly needed.
2.2 Skills Models
Skills models are popular in many services for people with serious ongoing mental 
health problems, particularly in the US and are often associated with the rehabilitative 
aim of resettlement (Shepherd, 1991). This approach begins by identifying a person's 
skills and their skills deficits which become the target of intervention. Intervention takes 
the form of skills training (Perkins & Repper, 1996). Skills models imply that skills and 
skills training are at the core of the psychiatric rehabilitation process.
Skills models offer clear direction and facilitate a systematic and organised approach to 
rehabilitation (Dilks & Conning 1995; Perkins & Repper, 1996). In addition, they 
encourage both an individualised approach and a consideration of a broad range of 
functioning (Ekdawi & Conning 1995). Although skills models take a positive view of 
the individual, focusing on what the individual can do and what they can be taught,
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there is also a danger that a sense of failure and demoralisation could result if the 
individual is unable to learn or develop a particular skill or skills (Dilks & Conning, 
1995). There is an implicit assumption that skills training will be time limited and the 
need for continuing support which may, potentially, be required to maintain a skilled 
performance consequently neglected (Perkins & Repper, 1996).
A skills based approach can lead to a focus on those skills for which training is easily 
available. Moreover, there may be a tendency to focus on those areas where there is an 
identifiable skill that can be learned (Perkins & Repper, 1996). Together, these could 
result in neglecting individual need and in a mismatch between what staff and patients 
consider to be important (Perkins & Repper, 1996). Skills that are not easily taught, even 
though they may be of critical importance, such as adapting to psychiatric disability, are 
likely to be ignored (Perkins & Repper, 1996). Indeed, whilst skills training may be 
useful and helpful in relation to mechanical type skills, Perkins & Repper (1996) 
highlight that it is of extremely limited utility in emotional areas. Moreover, there may 
be difficulties concerning the generalisation of skills learned (Shepherd, 1991; 1995). In 
addition, skills models tend to ignore the cognitive components of skilled performance 
despite the fact that people with ongoing mental health problems frequently experience 
specific thinking and concentration difficulties that make the cognitive demands of even 
basic tasks difficult (Perkins & Repper, 1996).
Skills based approaches generally fail to address the fact that the level of functioning of 
people with serious ongoing mental health problems is prone to fluctuation. Moreover, 
they do not necessarily distinguish between lacking a skill and having a skill and not 
using i t  Clearly, if the latter is the case support as opposed to training may be what is 
required. Skills models tend to focus almost exclusively on skills and skills training and 
do not consider the role of symptomatology or the environment in an individual's 
functioning. Clearly these are important aspects of rehabilitation and in terms of 
defining psychiatric rehabilitation a skills based approach therefore inadequate.
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2.3 Needs models
Needs models are less well formulated than the cure and skills models discussed above 
(Dilks & Conning, 1995). However, they have become increasingly popular over the last 
five years and are probably currently the most popular of the models within the mental 
health field (Perkins & Repper, 1996). This type of approach focuses on what people 
need in order to maximise both their functioning and their well being in everyday life. 
The approach is attractive because it forces one to think about each individual's unique 
and complex pattern of needs and about each individual's perspective. Moreover, it 
allows for a consideration of a range of ways in which an individual's needs can be met 
(Ekdawi & Conning, 1995; Perkins & Repper, 1996). Within this framework, both 
symptomatology and functioning, and the relationship between them can be addressed.
Needs based approaches avoid the destructive "failure" inherent in the both cure and 
skills models. In addition, since needs can only be defined in relation to a specific 
environment, the needs model explicitly considers the environment which is neglected 
by both the cure and skills models (Dilks & Conning, 1995). Moreover, needs models 
allow for all three levels of psychiatric disability to be considered and addressed.
Despite its prevalence and popularity there are numerous problems associated with a 
needs based approach, most of which centre around the question what is a need. 
Indeed, the concept of need is poorly understood and consequently not easily defined 
(Ekdawi & Conning, 1995). It is used differently by different people resulting in 
inconsistency, which is inevitably unhelpful (Ekdawi & Conning, 1995). Some 
confusion has arisen because the term needs has been interpreted in terms of service as 
opposed to individual needs. In addition, it is not clear who should be responsible for 
deciding what a particular person's needs are. Staff and patients commonly disagree on 
what the patient's needs are (Ekdawi & Conning, 1995). Wherever possible an 
individual's wishes should be paramount when assessing need. However, the 
assessment and information collected will inevitably be affected by the biases and 
attitudes of the person carrying out the assessment. In addition, there may be occasions, 
for example when a person's mental health problems worsen and affect their ability to 
make judgements when it becomes as unethical for staff not intervene as to intervene. 
Whilst there is no adequate framework for defining needs there will always be a
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tendency to describe them in terms of available solutions with the danger of 
rehabilitation being dictated by the available resources as opposed to being led by 
individual need (Dilks & Conning, 1995). It is important to remember that people with 
serious ongoing mental health problems have the same needs as everyone else, but 
differ in the abilities and resources they have available to them to meet these needs 
(Morris, 1993; Pilling, 1991).
Clearly a needs approach offers a broader perspective regarding psychiatric 
rehabilitation. Indeed, within this framework rehabilitation is not limited to a particular 
type of intervention or to addressing only one aspect of an individual's psychiatric 
disability. It provides a way of thinking about serious ongoing mental health problems 
and about planning and organising interventions that enable an individual to optimise 
their level of functioning and well being without restricting the way in which this is 
done. However, the potential of this model has been greatly reduced as a consequence 
of the difficulties defining "need".
3 Conclusion
Clearly, psychiatric rehabilitation is not easy to define and does not sit easily within any 
of the current models. However, this critique of the different models has highlighted 
issues relating to the rehabilitative process of patients with long term psychiatric 
disabilities and in so doing offered some indicators of what psychiatric rehabilitation is. 
Clearly, there are common themes. The process clearly needs to be individualised, 
multifaceted and long term, perhaps in some cases for the duration of the person's life. 
Treatment is an important, but not exclusive part of the rehabilitation process offering 
symptomatic relief and minimising disabilities associated directly with the psychiatric 
disorder itself. However, treatment in itself is clearly inadequate, not only because 
serious ongoing mental health problems are by definition chronic but also because 
treatment does not necessarily impact on more general functioning. An individual's 
general level of functioning and the impact of the environment on that individual's 
functioning and well being also need to be addressed.
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The above discussion illustrates that psychiatric rehabilitation cannot be "pinned down" 
and easily defined. As stated in the introduction it is best considered as a way of 
thinking, as a framework for planning and organising intervention that optimises an 
individual's level of functioning and their well being. Consequently, psychiatric 
rehabilitation is both an exciting and challenging area of psychiatry offering for great 
scope for creativity regarding intervention. However, commitment to each individual 
and each individual needs and wishes should remain paramount and techniques and 
procedures should be secondary.
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DYNAMIC MODELS ESSAY
Discuss t h e  c h a n g e s  in  t h e  p s y c h o a n a ly t ic  v iew  o f  c h i ld  s e x u a l  ab use
AND ITS REPERCUSSIONS IN ADULTS WHO HAVE BEEN ABUSED. IF POSSIBLE, 
ILLUSTRATE WITH EXAMPLES FROM YOUR OWN CLINICAL WORK WITH 
PARTICULAR REFERENCE TO THE ISSUES ABUSED PATIENTS BRING TO THE PROCESS 
OF THERAPY. THE CLINICAL WORK UNDERTAKEN DOES NOT HAVE TO HAVE 
BEEN WITHIN A PSYCHOTHERAPEUTIC 
OR PSYCHOANALYTIC FRAMEWORK.
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1 Introduction
The relationship between psychoanalysis and child sexual abuse has been troubled and 
problematic with psychoanalysis struggling to decide what importance should be given 
to childhood sexual trauma in the genesis and treatment of adult psychopathology 
(Davies and Frawley, 1994; Joyce, 1995). Given that psychoanalysis provides a 
framework for understanding and treating adult survivors of child sexual abuse, the 
importance of psychoanalytic perspectives regarding this issue cannot be overstated - 
especially when we consider that; "What we do about a problem is largely determined 
by how we view that problem" (D.L. Davies cited in LytÜe, 1986). The proceeding 
discussion examines how psychoanalytic views regarding the long term effects of child 
sexual abuse and its significance in adult psychopathology have changed since the 
inception of psychoanalysis in the late 1800's and the implications of these changing 
views for adult survivors. Using material from two clinical case histories, the effect of 
these changes will be evaluated in light of the issues abused patients bring to therapy.
2 Sigmund Freud and the Seduction Theory
Any psychoanalytic consideration of child sexual abuse must begin with Freud's 
development and later renunciation of the seduction theory in which Freud asserted a 
causal link between child sexual abuse and psychic damage (Davies & Frawley, 1994). 
Freud argued that repressed memories of the abuse constituted the primary aetiological 
factor in the development of hysteria or neurosis. He claimed that patients who had 
remembered previously forgotten scenes of child sexual abuse experienced an 
abreaction of traumatic effect and alleviation of symptoms (Jortner, 1991; Joyce, 1995; 
Powell & Boer, 1994). However, becoming dissatisfied with the seduction theory and 
finding it increasingly implausible Freud eventually abandoned it (Joyce, 1995).
The reasons why Freud abandoned the seduction theory have come under much 
scrutiny. Some have suggested that Freud abandoned the theory because it was a 
professional liability, e.g. Masson (1984) whilst others have argued that it stemmed from 
personal conflict regarding his father and the fact that he could not believe his father 
was a child molester, e.g. Krout Tabin (1993). However, it has been argued that Freud 
was not easily swayed by the medical community and that the abuser could have been a
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caretaker other than his father, for example a nanny. Did then, as others have asserted, 
such as those who believe Freud's shift emanated from his self analysis e.g. Gay (1988) 
cited in Davies and Frawley (1994), Freud have valid scientific reasons for his 
renunciation of the seduction theory?
Freud gave several reasons for reversing himself, the four primary reasons being 
evaluated here. First, Freud argued that many of his analyses were not completely 
successful whilst partial successes could be explained without reference to the seduction 
theory. However, the resistance and premature departure of his patients could be 
attributed to their difficulty acknowledging the reality of the abuse, or to intense 
transference phenomenon evoked by memories of the abuse and therefore need not have 
invalidated his original hypothesis (Davies & Frawley, 1994). Secondly, Freud found it 
increasingly difficult to believe that child sexual abuse was as common an occurrence as 
he would have to infer based on the incidence of hysteria. Although Freud's conclusion 
is understandable given that he was not able to empirically validate the extent of the 
abuse, the results of recent epidemiological studies, e.g. Finkelhor (1984) and Russell 
(1986) cited by Powell and Boer (1994) confirm that child sexual abuse is unfortunately 
common. Third, Freud began to question the ability of the unconscious mind to 
distinguish fact from fiction and argued that if there was no representation of reality in 
the unconscious then memories could just as well be fantasies as actual events. 
However, Freud himself, anticipating this as a potential criticism of his seduction theory 
had argued that, "the behaviour of patients while they were reproducing these infantile 
experiences is in every respect incompatible with the assumption that these scenes are 
anything else but a reality which is being felt with distress and reproduced with the 
greatest reluctance" (Freud 1896; cited in Davies & Frawley, 1994) - an argument that has 
been developed by contemporary authors, e.g. Bernstein (1989), Karasic (1993), Davies 
and Frawley (1994). It is not clear why Freud changed his position although it has been 
suggested that his experiences during his self-analysis suggested the possibility that 
memories may be inaccurate and even false. Finally, Freud began to doubt that accurate 
memories of real childhood events could ever break through into consciousness. 
However, as Davies and Frawley (1994) have highlighted, although a memory may not 
be accurate per se, it is likely that it will contain essential truths about a person's 
experience. Hence, although the details remembered might be inaccurate, the fact the 
abuse occurred is not.
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It is clear that these arguments are open to alternative explanations, which potentially 
offer support for the seduction theory. However, Joyce (1995) has presented a more 
persuasive argument for Freud abandoning the seduction theory. She contends that he 
was becoming increasingly convinced that it was not only his patients who were 
neurotic but everyone else and that it was the idea that all children had been abused that 
he found difficult to believe and which led him to the conclusion that the seduction 
theory was implausible. Indeed, as Eissler (1992; cited by Joyce, 1995) has noted, based 
on Popper's philosophy of science and the idea of falsifiability, evidence of one neurotic 
patient with no history of abuse would invalidate the seduction theory. Powell and 
Boer (1994) have also offered support for Freud's abandonment of the seduction theory. 
They suggest that Freud became increasingly convinced that he might have led his 
patients to confabulate memories of abuse, arguing that this could account for the 
reasons Freud gave for abandoning the seduction theory. Indeed, based on the 
supposition that Freud had used highly suggestive procedures, to elicit memories of 
abuse, patients resistance and departure from therapy could be could be interpreted as a 
reality based denial. Secondly it would lead to the majority of Freud's patients reporting 
memories of abuse and yet account for his increasing belief that these memories were 
fantasies and therefore false. This argument has assumed greater prominence since the 
development of a new medical diagnosis, false memory syndrome - discussed later.
However, whatever the reasons for, and validity of Freud abandoning the seduction 
theory, this ultimately led to a shift in Freud's emphasis with him beginning to 
conceptualise memories of child seduction as fantasies as opposed to actual trauma. As 
a result he developed his theory of psychosexual development and the Oedipus 
complex on which he based his assertion that neuroses were aetiologically embedded in 
the patients unconscious fantasies which he believed centred on children's wishes for 
sexual attentions from their parents or caretakers (Davies & Frawley, 1994; Joyce, 1995). 
Many authors have suggested that Freud never gave up his belief in the reality of child 
sexual abuse and its potential effects as a causal factor in neurosis e.g. Krout Tabin 
(1993). However, Freud apparently never considered the possibility of the seduction 
theory and his theory of psychosexual development and the Oedipal complex co­
existing, with his adoption of the latter theory, resulting in child sexual abuse being 
either denied or relegated to the realms of fantasy. Moreover, although Freud's rejection 
of the seduction theory marked the birth of psychoanalysis as a comprehensive theory of
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human behaviour (Joyce, 1995) it had a powerful impact on the psychoanalytical 
community which effectively resulted in silence regarding the issue of early sexual 
trauma for many years (Davies & Frawley, 1994). However, there were exceptions and 
despite opposition, both Abraham and Ferenczi presented papers on this subject.
3 Abraham and Ferenczi
Maintaining a belief in the experiencing of actual sexual trauma Abraham sought to 
investigate, elements of the seduction issue further (Good, 1995). In brief, Abraham, 
emphasising a biological perspective, proposed that certain children are predisposed to 
provoke sexual trauma and that, in many cases, the child unconsciously desires the 
trauma, reinforcing Freud's idea that children wish for sexual attention from their 
parents or caretakers (Good, 1995; Joyce, 1995). However, Abraham's contribution to 
this field remained largely obscured, his two papers on the subject appearing not long 
after Freud had retracted the Seduction Theory.
Ferenczi, writing in the 1930's, was notable for re-examining the issue of child sexual 
abuse and for persisting in his belief of the actuality of child sexual abuse and its 
traumatic consequences (Davies & Frawley, 1995; Good, 1995). In addition to validating 
the reality of child sexual abuse, he referred to some of its pathological effects including, 
identification with the aggressor, pervasive guilt and shame, sexual dysfunction and 
perversion, and profound splitting of the ego associated with dissociation. Hence, 
Ferenczi grasped many of the essential psychodynamics and therapeutic approaches 
salient to working with individuals who have been sexually abused. He was also keenly 
aware of the centrality of maternal deprivation inherent in sexual abuse (Davies & 
Frawley, 1994; Rachman, 1989).
The psychoanalytical community, opposed to Ferenczi's views, appear to have 
attempted to suppress his work and in so doing issued an injunction against serious 
consideration of child sexual abuse that was powerfully effective for many years (Davies 
& Frawley, 1994). Consequently, from Freud's first assertion regarding the reality of 
child sexual abuse in the late 1890's nearly 90 years elapsed before child sexual abuse 
once again became a subject of concern.
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4 Contemporary Views
Studies in 1980's and early 1990's provided empirical evidence for the reality of child 
sexual abuse and confirmed an association between adult psychopathology and a 
history of childhood sexual abuse, e.g. Browne and Finkelhor (1986), Cahill, Llewelyn 
and Pearson (1991). However, as Cahill et al. (1991) have highlighted, given the 
retrospective nature of these studies, it is not possible to establish a certain causal link. 
Consequently, psychoanalytic views, which can be broadly divided into four schools of 
thought, the classical, ego-psychological, object relational and self psychological, no 
longer questioned the patient's veracity in reports of child sexual abuse. In addition, 
contemporary psychoanalysts generally agree that sexual abuse has traumatic 
consequences. However, they vary with regards to the degree of emphasis they give to 
the real external event versus the unconscious meaning and relational aspects of the 
abuse, therefore disagreeing as to how the trauma is internalised by the child and 
expressed by the adult patient (Davies & Frawley, 1994).
5 Recovered Memory Movement and False Memory Syndrome
Facilitated by empirical evidence and by writers and therapists, particularly of a feminist 
persuasion - the acceptance of the reality of child sexual abuse and its effects slowly 
created an environment in which people who had been sexually abused could begin to 
share or disclose their memories of the abuse without being met with scepticism and 
denial (Webster, 1995). Although this acceptance of the reality of child sexual abuse was 
in one sense a rebellion against the straitjacket of silence and denial imposed by Freud 
and his views, it also led to a return to Freud and a re-examination of the seduction 
theory (Webster, 1995).
Writers such as Herman (1981; cited by Webster, 1995) and Masson (1984) argued that 
there were two Freud's and that the early Freud could be viewed as a proto-feminist 
who listened to women's stories of abuse with respect and understanding, whilst the 
latter Freud was a patriarch who denied the truth of women's experience. However, 
Webster (1995) contends that Freud was not the proto-fëminist that Herman and Masson 
believed. He argues that rather than listening to and accepting the memories and 
experiences of his patients, Freud went out of his way to persuade, encourage, cajole
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and sometimes even bully his patients to reproduce scenes of child sexual abuse, 
consequently invalidating the experiences and memories of these patients. Moreover, 
because of the problems of suggestibility, this calls into question the validity of the 
memories being reported - an argument also advocated by Powell and Boer (1994). 
Hence, the early Freud was not essentially different from the latter Freud, invalidating 
the experiences and memories of patients, and particularly women, coming to him for 
therapy. Webster (1995) argues that many psychoanalysts who failed to recognise this 
implicitly held Freud up as a model of therapeutic wisdom and sensitivity. 
Consequently, Freud's early theories played an important role in the shaping of the child 
sexual abuse survivors movement. This meant that the possibility of repressed 
memories could not be ruled out (Webster, 1995), whilst simultaneously paving the way 
for a return to the idea that memories might be false.
Since the 1980's repressed memories have assumed increasingly importance in 
contemporary psychotherapy, no doubt due, at least in part, to the extensive denial of 
child sexual abuse that has reigned throughout most of the twentieth century (Webster, 
1995). Indeed, Webster (1995) argues that the extreme nature of this denial appears to 
have resulted in a backlash and created a situation in which there is now no negative or 
mildly anxious human behaviour which has not been cited as a possible indicator or 
symptom of repressed memories of child sexual abuse, the recovery of such memories 
being viewed as crucial to recovery. However, many families tom apart by allegations 
of sexual abuse arising from recovered memories, which they claim to be untrue argue 
have challenged their validity, arguing that they have been implanted by misguided 
therapists. This has resulted in the development of new medical diagnosis, false 
memory syndrome. Once again, it is possible to relegate reports of child sexual abuse to 
the realms of fantasy.
Due to the limitation of space, a full analysis of the scientific evidence for both the 
existence of repressed memories and the false memory syndrome is beyond the scope of 
this essay1. In brief, there is scientific evidence to support both positions, Brewin (1996) 
stating that "memories may be recovered from total amnesia and may be essentially
1 The specialist essay contained within this chapter (pp. 63-77) provides a critical evaluation of the 
evidence for and against false memory syndrome.
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accurate. Equally "memories" may sometimes be inaccurate in whole or part". 
Consequently, current research indicates the need for therapists to maintain a balanced 
and open approach to child sexual abuse and to the possibility that both repressed 
memories and false memories may exist This point cannot be overstated given the 
consequences of Freud considering his seduction theory and his theory of psychosexual 
development to be mutually exclusive, which apparently resulted in the reality of child 
sexual abuse being denied. Oscillating between the acceptance and denial of the reality 
of child sexual abuse and its significance in adult psychopathology, and therefore 
between validation and invalidation of patients experiences and memories, 
psychoanalysis appears to have come full circle and one begins to wonder if 
psychoanalysis itself is involved in compulsive repetition.
6 Repercussions
A discussion of the changing psychoanalytic views of child sexual abuse would not be 
complete without considering the impact these changes had on adults who have been 
abused. Case histories (names have been changed) will be used to examine how the 
adoption of extreme positions of denial and acceptance regarding the reality of child 
sexual abuse and its long term effects which has dominated psychoanalysis is 
potentially detrimental to adult survivors.
Case 1: Nadine was a 32 year old woman who presented with obsessional symptoms, a 
complicated bereavement following her mothers death and reported that she had very 
little memory for much of her childhood. A few weeks into therapy she described how 
her father had "permitted" his friends to sexually abuse both her and her sisters in return 
for money and recalled one incident in which she had been made to perform fellatio.
Case 2: Hannah was a 19 year old woman who presented with chronic anorexia nervosa 
and depression, disclosing after several months of therapy that she had been sexually 
abused by her brother.
Nadine and Hannah were both unable to disclose that they had been sexually abused 
until they had been in therapy for a time. If the therapist had assumed that their
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symptoms were indicative of sexual abuse she may have become preoccupied with 
getting them to disclose the abuse, possibly before they felt ready to do so and may have 
been perceived as controlling as a result It is likely that patients who have been abused 
may not have felt a sense of control as children. Consequently, it is important to 
proceed at the patients own pace and allow them to feel in control of the process of 
therapy (Sanderson, 1995). This is especially pertinent to the issue of disclosure, since 
perception of loss of control is a primary response when survivors begin to acknowledge 
the reality of the abuse (Draucker, 1992). Moreover, bearing in mind the possibility of 
suggestibility, it is important that the therapist allows the patient to tell their story, 
without imposing their views or assumptions.
Both Nadine and Hannah had great difficulty disclosing their experiences of being 
abused and appeared to be extremely concerned about the therapist's reaction to this. 
Nadine openly expressed her concern about disclosing at the subsequent session, whilst 
Hannah found it hard to maintain the eye contact with the therapist Indeed, in addition 
to the guilt and shame that frequently surrounds the experience of sexual abuse, 
McCarthy (1988) has noted that patients who have been abused often fear that they will 
provoke a hostile response, expressed as disbelief, blame, indifference or outright 
hostility. Moreover, they may have had a previous experience, perhaps as a child, in 
which they were not believed and meeting with this negative response became terrified 
of disclosing again only to be rejected once more. Consequently it would appear to be 
crucial to validate the patient's experiences and memories, in addition to indicating that 
sexual abuse is a theme which can be talked about and which will not result in 
judgement or shock on the part of the therapist (Stone, 1989). Davies and Frawley (1994) 
suggest that therapists should ask about sexual abuse, just as they would routinely ask 
about any other potentially meaningful childhood experiences.
In terms of validating patients' memories and experiences, Jortner (1985) has highlighted 
that to do otherwise could be extremely damaging, and serve to aggravate patient's 
pathology. Indeed, Searles (1965; cited in Jortner, 1985) contends that people may 
become confused or feel like they are being driven "crazy" if their own valid perceptions 
of inner and outer reality are contradicted, a pertinent point given that reality testing is 
often impaired in patients who^have been abused. However, the element of disbelief 
can be powerful and the therapist acknowledges that she found herself reflecting on the
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reality of the experiences being described, not because she disbelieved their stories but 
because the reality was too painful. Indeed, Kraemer (1988) argues that child sexual 
abuse can lead to splitting between acceptance of its reality and "stupidity" (or denial). 
Kraemer's use of the word stupidity is interesting considering that it literally means 
numb with grief.
Both Nadine and Hannah experienced intense feelings of responsibility for the abuse, 
with this feeling of responsibility also permeating other aspects of Nadine's life. Indeed, 
Sanderson (1995) has noted that feelings of responsibility are frequently associated with 
child sexual abuse. Denying the reality of Nadine's and Hannah's experiences, and 
suggesting that they might be fantasies may have served to exacerbate these feelings - 
implying, perhaps that they "desired" the abuse. Since most patients who have been 
abused feel responsible for the abuse, therapists generally agree that one of the 
therapeutic goals is to help the patient see that it is always the adults responsibility and 
that they were in no way to blame.
In spite of the denial of the reality of child sexual abuse that has dominated 
psychoanalysis within the twentieth century, psychoanalysis has still made positive 
contributions, both with regards to increasing understanding of its effects and with 
regards to therapeutic approaches for survivors (see Wolf & Alpert, 1991).
7 Conclusion
Due to the lack of space, this has by no means been an exhaustive discussion regarding 
changes in the psychoanalytic views of child sexual abuse. However, it has served to 
highlight some of the more salient points, particularly the repeating patterns of denial 
and acceptance regarding the reality of child sexual abuse and its potential significance 
in adult psychopathology. In addition it has examined some of the ways in which these 
changing views have impacted on patients who . have been abused within the context of 
therapy - emphasising the critical importance of maintaining an approach that is 
balanced, open and empirically based (Powell & Boer, 1994) echoing the words of Janet 
written some 50 years ago. Despite, indicating how little we have progressed with 
regards to the issue of memories of sexual abuse in the last 50 years, it seems fitting to
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end with Janet's words: "Whereas some doctors never trouble their heads about
traumatic memories and do not even know they exist, and whereas others fancy them 
everywhere, there is a place for persons who take a middle course and who believe that 
they are able to detect the existence of traumatic memories in specific cases" (Janet, 1925, 
cited by Powell & Boer, 1994).
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NEUROPSYCHOLOGY ESSAY
IS NEUROPSYCHOLOGICAL REHABILITATION EFFECTIVE?
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1 Introduction
Brain damage can derive from a number of sources including the effects of strokes, 
traumatic head injury and other neurological disorders - traumatic head injury having 
the highest incidence (Hanlon, 1994; Langton Hewer, 1993; Wilson & Powell, 1994). It 
can be devastating for the individual, stressful for the family and is a major health 
problem for society (Tyerman & Humphrey, 1988). As a result of increased 
sophistication in medical technology and the associated decrease in mortality rates, 
emphasis on neuropsychological rehabilitation has increased over the last 20 years 
(Hanlon, 1994). In addition, improved understanding of the nature of brain damage and 
knowledge of its sequelae has resulted in increased interest in the field (McMillan & 
Greenwood, 1993). Evaluation of the effectiveness of neuropsychological rehabilitation 
is critical, in order that patients are provided with optimum care. Moreover, 
demonstrating efficacy of treatment is becoming increasingly crucial within the current 
climate of the NHS to justify and ensure the continued provision of services (Dooley, 
1994).
2 Definitions
In order to evaluate the effectiveness of neuropsychological rehabilitation, the terms 
"neuropsychological rehabilitation" and "effectiveness" need to be defined. The 
definition of neuropsychological rehabilitation will determine expectations regarding 
outcome and therefore influence how effectiveness is both defined and evaluated. The 
Mair Report (1972, cited in Tyerman & Humphrey, 1988) defined rehabilitation as the 
restoration of the person to the fullest physical, psychological and social condition. 
Referring specifically to neuropsychological rehabilitation, Hanlon (1994: p.318) has 
suggested:
"The primary objective of neuropsychological rehabilitation is to improve the quality of 
life of individuals who have sustained neurological insult, which may involve cognitive, 
behavioural, emotional and social factors. Any and all of these factors may affect 
interpersonal, marital, vocational, educational, and recreational domains, in addition to 
functional independence in activities of living. "
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These definitions suggest that rehabilitation seeks to improve rather than cure deficits or 
problems. Moreover, they imply that rehabilitation is not just a matter of meeting 
physical or cognitive needs but also emotional, social, recreational, educational and 
vocational needs. These definitions also suggest that rehabilitation is concerned with 
improving everyday functioning and enhancing quality of life (Tyerman & Humphrey, 
1988). Consequently, when evaluating effectiveness, attention needs to be paid to these 
areas in addition to the deficit or problem being addressed.
Neuropsychological rehabilitation incorporates a wide range of domains and activities. 
Indeed, reviews of the field (e.g. Hanlon, 1994; McGlynn, 1990; Mateer & Ruff, 1990; 
Wilson & Powell, 1994) highlight the diversity of target problems and approaches. 
Consequently, Ward and McIntosh (1993) have argued that the question "Is 
neuropsychological rehabilitation effective?" is insufficiently specific and therefore not 
meaningful. Evaluations need to be directed towards individual approaches and their 
effectiveness for specific problems. This essay intends to consider the following 
approaches: behavioural modification, cognitive skills training, adaptation, and 
compensatory skills and programme models. Although widely used, stimulation 
approaches will not be addressed since there appears to be a consensus within the 
literature that they are generally ineffective (Hanlon, 1994). With regards to difficulties, 
this essay will focus on behavioural and cognitive difficulties and more specifically 
behaviour and memory disorders respectively, given that they can impede other aspects 
of rehabilitation and are the most commonly emphasised within the literature. 
Problems of an emotional and psychosocial nature have frequently been overlooked. 
Unfortunately, the neuropsychological field is dogged with methodological difficulties 
limiting conclusions that can be drawn from many efficacy studies. Given that such 
difficulties are common to a number of studies, the essay will begin with a brief 
discussion of these.
3 Methodological Difficulties
It is frequently difficult to tease out the link between treatment and change within 
neuropsychological rehabilitation studies, the challenge being to demonstrate that 
treatment results in an improvement beyond that which would be expected based on 
spontaneous recovery (Mateer & Ruff, 1990). Multiple replications are rare, with
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conclusions that can be drawn from single positive findings being limited (Robertson, 
1994). Moreover, there appears to be a publishing bias which results in only studies 
with positive outcomes being reported (Robertson, 1994). Few studies report data 
regarding maintenance or generalisation effects which are crucial if rehabilitation is to 
improve everyday functioning, and few examine emotional, psychosocial or quality of 
life issues (Mateer & Ruff, 1990). Many studies lack baseline data and the treatment 
duration reported is often inadequate (Benedict, 1989; McGlynn, 1990). In addition, the 
majority of rehabilitation studies lack, or at best, have weak theoretical underpinnings 
(Robertson, 1994).
The unique organisation of each human brain and fact that the type and location of 
brain damage varies extensively, poses difficulties for using "blanket treatments" for 
patients with brain damage and therefore for carrying out groups studies (Mateer & 
Ruff, 1990). Indeed, Wilson (1991, 1993) has argued for the use of single case studies, 
emphasising the need for interventions to be individually tailored. However, single case 
studies are less readily accepted since it is more difficult to generalise from them 
(Mateer & Ruff, 1990). Group studies are also subject to limitations. Control groups and 
randomisation are frequently not used due to logistical and ethical difficulties regarding 
delaying or withholding treatment (Mateer & Ruff, 1990; Robertson, 1993). In addition, 
conclusions that can be drawn are often limited by the fact characteristics of the 
participants are often not defined (Benedict, 1989).
4 Behavioural Approaches
A significant proportion of those who suffer severe brain injury have behaviour 
disorders and display disruptive and non-compliant behaviours which can impede 
rehabilitation (Fames & Wood, 1985). Behaviour disorders, on which rehabilitation 
using behavioural approaches has tended to concentrate forms the focus of the 
proceeding discussion.
Using an ABA design. Wood (1987, cited in Mateer & Ruff, 1990) evaluated the use of a 
classical conditioning approach designed to help a patient feed himself and be less 
aggressive when staff members assisted him at meal times. Improvements for both
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target behaviours were noted during the treatment phase, but only a decrease in 
aggressive behaviour maintained during follow up. Operant conditioning has been 
more commonly employed. Hollon (1973) reported two cases in which positive 
reinforcement and time out was successfully used to decrease disruptive and increase 
co-operative behaviour. Crewe (1980 cited in McGlynn, 1990) described a similar 
programme which resulted in comparable effects. However, claims of effectiveness for 
these cases are limited given that they are based solely on the subjective impressions of 
the researchers.
Brotherton, Thomas, Wisotzek, and Milan 1988) evaluated the effectiveness of a 
behavioural social skills training approach and included both baseline and follow up 
data. The training consisted of: instruction in the rationale for modifying behaviours, 
modelling appropriate behaviours, behavioural rehearsal, videotape feedback of 
performance and social reinforcement of correct behaviours. Intervention was effective 
in three of the four patients, although not all behaviours were equally responsive, the 
more complex being less so. Interestingly, although patients could not remember their 
target behaviours, performance gains were still noted, and were observed one year later. 
Given that multiple strategies were used, it is unclear whether effectiveness was due to 
the programme as a whole or a particular aspect of it.
Barnes and Wood (1985) evaluated the use of a token economy system with 24 patients 
with severe brain injury. Using positive reinforcement and "time out", the programme 
aimed to reduce disruptive behaviours and increase compliant behaviours, although the 
exact nature of these behaviours was not specified. Over two thirds of the patients 
improved, improvement being measured by change in residential status. Moreover, 
there was no trend towards relapse as length of follow up increased. The fact patients 
moved to different residential settings appears to be suggestive of generalisation of 
effects. In a review of behavioural approaches to neuropsychological rehabilitation, 
McGlynn (1990) cites a number of other studies in Which behaviour modification with 
individuals and token economies proved effective in decreasing disruptive behaviour 
and increasing compliant and "socially acceptable" behaviour.
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Self-instructional training (SIT), which McGlynn (1990) categorises as behavioural, has 
also been used to address behavioural difficulties. She describes a study by Lira and 
colleagues (1983) who used an ABA design to evaluate the use of SIT with a client who 
had difficulties managing his anger and impulsivity. The SIT incorporated: education 
regarding appropriate ways of expressing anger, training in both cognitive appraisal of 
anger evoking events and positive "self talk", and the application of these skills. Results 
indicated a noticeable decrease in violent episodes with these effects being maintained 
at five-month follow up. Moreover, there was a generalisation of effects to everyday life. 
However, the possibility that education alone may have led to similar results can not be 
excluded. McGlynn (1990) also noted that SIT was successfully used in another study to 
improve a patient's conversational skills but that the effects were most noticeable within 
the training environment and generalisation questionable.
Behaviour modification appears to be a potentially valuable approach for controlling 
and modifying behaviour disorders although positive findings of the studies discussed 
need to be interpreted with caution due to a number of methodological flaws. Of 
particular note is the fact that the effects and maintenance of treatment beyond the 
rehabilitation setting are frequently overlooked. In addition, broader issues such as 
impact on the patient's quality of life are rarely addressed. Behaviour modification 
techniques may be particularly useful for use with patients with severe cognitive deficits 
and SIT beneficial for those who are less severely impaired. Patients with severe deficits 
are likely to have considerable difficulty using self-monitoring techniques (McGlynn, 
1990).
Behavioural modification has been used to address a wide range of problems following 
brain damage in addition to behaviour disorders. These include attention, motivation, 
unawareness of deficits, memory impairment, language and speech and motor 
disturbance (McGlynn, 1990). It appears to be effective in some cases for each of these 
difficulties, but may be particularly useful for addressing motivation, unawareness of 
deficits, language and speech, and motor difficulties. Although it may also reduce the 
impact of attention and memory deficits on daily functioning, it does not generally 
improve memory or attention (Benedict, 1989). It is important to bear in mind the nature 
of the neuropsychological impairment when using behavioural approaches. For 
example, someone with a severe memory deficit is likely to need frequent feedback and
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immediate reinforcement (Wilson & Powell, 1994). Moreover, the severity of 
impairment will be indicative of the likely usefulness of particularly techniques.
5 Cognitive Skills Training
Cognitive skills training is based on the substitution-transfer model of rehabilitation 
which involves training an individual to substitute an intact or comparatively intact 
cognitive system for an impaired function (Hanlon, 1994). An example of this is the use 
of visual imagery to facilitate verbal retention. One of the commonest cognitive 
impairments following brain damage is memory disorder and therefore forms the focus 
of this section (Hanlon, 1994; Wilson & Powell, 1994). Although memory disorder 
covers a wide range of difficulties, it usually includes problems of new learning or 
retaining new information (Wilson & Powell, 1994). Cognitive skills training aims to 
enhance patients' ability to encode, store or retrieve material to be recalled using visual, 
verbal and self instructional techniques (Ruff, Niemann, Troster, & Mateer, 1990).
Jones (1974) evaluated the use of use of visual imagery to aid learning of unrelated pair 
Words. The results showed that patients with left temporal lobe lesions could partially 
compensate for verbal memory defects by using imagery. A single case study carried 
out by Glasgow, Zeiss, Barrera, and Lewinsohn (1977) demonstrated, that when used in 
vivo, a simplified imagery technique designed to help a patient with moderate 
impairment remember names, resulted in a decrease in the number of names forgotten 
compared with baseline levels. Using a within participants design, Wilson (1987) 
evaluated the use of visual imagery to facilitate paired associate recall. Baseline 
performance was compared with two visual imagery conditions including one in which 
imagery was provided by the therapist and the other in which imagery was generated 
by the patient. Therapist generated imagery proved to be effective with participants 
with mild, moderate and severe impairments whilst self generated imagery was 
effective only with those with mild impairment but no more effective than therapist 
generated imagery. Other studies have reported less positive outcomes. Indeed, in a 
review of studies evaluating visual imagery techniques including face-name association, 
the peg method, and the bizarre story method, Ruff et al. (1990) report that the results 
regarding the effectiveness of these techniques to be highly variable.
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Studies of verbal strategies including chaining and linking, alphabetic cueing and both 
semantic and phonetic elaboration are scarce. In their review, Ruff et al. (1990) report 
the results of studies that have been carried out to be equivocal at best, and un­
interpretable at worst, primarily due to the fact that these studies employed additional 
strategies which were not controlled for.
PQRST, an acronym for Preview, Question, Read, State, and Test, is an example of a self- 
instructional strategy. Glasgow et al. (1977) described a case study comparing the use of 
rehearsal, PQRST, and the individual's baseline performance. On all performance 
measures used, PQRST was found to be superior to rehearsal and rehearsal superior to 
baseline performance. Moreover, the PQRST strategy appeared to generalise to other 
settings and the patient was able to make use of this strategy in her everyday life. 
However, the patient's impairment was mild and she was maintaining a B average at 
school. In addition, it appears to be questionable as to whether her memory difficulties 
might have been due to depression, a possibility which is not addressed by the authors. 
Wilson (1987) investigated the use of the PQRST strategy with eight head-injured 
patients. The patients were instructed to use simple rehearsal to learn one paragraph 
and the PQRST strategy to recall another paragraph. Results indicated the PQRST 
strategy to be superior, both for immediate and delayed recall although conclusions are 
limited by lack of pre-treatment baselines.
Overall, the evidence for cognitive skills training for memory disorder is mixed, 
although this approach appears to be useful for some patients. The results for visual 
imagery are more positive than those for verbal strategies whilst studies of the PQRST 
strategy have been consistently encouraging. However, PQRST may only be useful for 
patients with mild impairments and above average performance, a certain level of 
cognitive functioning potentially being needed to make use of this strategy (Ruff et al., 
1990). The results of studies evaluating the use of cognitive skills training with other 
problems, for example difficulties of attention or dysexecutive functioning, have tended 
to be equivocal (Benedict, 1989; Ruff et al, 1990). Given that cognitive skills training 
strategies are considered difficult to learn, requiring considerable residual learning and 
memory abilities they may only be useful for those who are less severely impaired (Ruff 
et al., 1990).
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6 Adaptation or Compensatory Skills Approach
This approach is based on the functional adaptation model of rehabilitation. It involves 
the use of any and all strategies, techniques, devices and adaptive equipment available 
to increase functional performance and enable the patient to perform tasks that can no 
longer be performed in the conventional manner. Patients are trained in the use of 
external devices (e.g. memory notebooks, checklists and so on) and alternative strategies 
(e.g. visual communication systems, structured systematic approaches to problem 
solving) to compensate for deficits in, for example, memory, attention, perception and 
communication, although only memory will be discussed (Hanlon, 1994).
Carr and Wilson (1983 cited in Baddeley, 1990) describe how the introduction of a 
pressure-sensing, timing and reminding device enhanced the number of times a 
wheelchair bound patient with memory problems who had developed pressure sores on 
his buttocks, lifted his buttocks. The fact the patients pressure sores healed appears to 
attest to the programmes effectiveness. Wilson and Powell (1994) and Wilson (1995) 
provide a number of case study examples, which demonstrate how aids have helped 
people with memory impairment. Controlled studies evaluating the effectiveness of the 
adaptation and compensatory strategy approach are rare. However, Wilson (1995) 
described a study by Zencuis et al. (1990) comparing the use of rehearsal, mnemonic 
strategies, and compensatory techniques. Only the memory notebook - a compensatory 
strategy - was found to have any real effect
Patients frequently do not use compensatory strategies or aids (Miller, 1992). Sohlberg 
and Mateer (1989) have suggested that this may be because these aids are frequently just 
handed out to patients. However, patients may need systematic training in how to use 
such aids. Indeed, Sohlberg and Mateer (1989) present a case study of a patient with 
severe memory impairment that found much more encouraging results after the patient 
had been systematically trained in the use of a memory book. In addition, they reported 
that the effective of this strategy carried over into the patient"s activities of daily living 
and work. It is important to note that using of compensatory strategies and aids is a 
memory task in itself. A recent development that appears to be promising for many 
people with memory impairment is Neuropage (Hersh & Treafgold, 1992 cited in 
Wilson, 1995). Neuropage is a portable paging system which, once programmed with
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reminders and cues for a particular individual, will transmit reminders alerting the user 
by means of a flashing light and audible "chirp". Compared to other systems. 
Neuropage is considered easy to use (Wilson, 1995).
Overall, adaptation and compensatory strategies appear to result in positive results with 
regards to effectiveness when used to address memory impairment, although 
conclusions are limited by the lack of controlled studies. Although potentially 
promising, the challenge appears to be to get people to make use of these strategies and 
aids. Neuropage appears to be a particularly promising approach that could be used by 
even the more severely impaired patients. Adaptation and compensatory strategies 
have also been used successfully with other difficulties, including communication (e.g. 
the use of signal systems) and difficulties arising from dysexecutive functioning (e.g. 
techniques to facilitate problem solving - Hanlon, 1994).
7 Neuropsychological Rehabilitation Programmes
Neuropsychological rehabilitation programmes aim to target a variety of problems and 
deficits which follow brain damage using a number of different approaches. Studies 
evaluating their effectiveness have tended to focus on cognitive and vocational outcome 
with broader psychosocial and emotional issues generally being overlooked. In 
addition, control groups receiving no form of treatment and / or baseline data are rarely 
included.
Prigatano et al (1984) compared the effectiveness of an intensive and structured 
neuropsychological rehabilitation programme (NRP) which included cognitive 
retraining and psychotherapeutic interventions with a traditional rehabilitation 
programme (control group). The patients had all suffered from a closed head injury. 
Results indicated that patients in the NRP group showed greater improvement in 
cognitive functioning, with improved scores on both the Wechsler Adult Intelligence 
Scale (WAIS) performance IQ and the Wechsler Memory Quotient, and a greater 
decrease in emotional distress. In addition, 50% of patients in the NRP group compared 
with 36% of patients in the control group were considered "productive" with regards to 
vocational outcome. Although encouraging, the results are limited by selection bias and
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the fact that long term outcome was not addressed. Ruff et al. (1989) compared a 
programme consisting of group psychotherapy and activities emphasising psychosocial, 
adjustment, leisure and activities of daily living with a programme consisting of group 
psychotherapy and activities focusing more specifically on cognitive deficits including 
attention, spatial integration, memory and problem solving ability. Patients in both 
groups improved. There was no significant difference in improvement between the two 
groups. However, conclusions are again limited by selection bias and the lack of follow 
up data. In addition, the inclusion of a third group receiving a combination of the two 
approaches and therefore addressing both cognitive and psychosocial issues would 
have provided interesting information regarding the value of a holistic approach.
Ben-Yishay, Silver, Piasetsky, and Rattock (1987) and Christiansen, Pinner, Moller 
Pedersen, Teasdale, and Trexler, L. (1992) have focused on the impact of rehabilitation 
programmes on vocational outcome as opposed to specific cognitive deficits. The 
programme evaluated by Ben-Yishay et al. included a combination of cognitive 
remediation and interpersonal skills training, individualised work placements and 
transition to work. Results indicated that 86% of participants were engaged in 
productive vocational activities, although this is not clearly defined, directly after 
completing the programme. However, this figure had decreased at three-year follow up. 
Factors relating to this decrease included social isolation, lack of adequate support, 
forgetting to apply strategies learnt and financial disincentives to work. Successful 
outcome was associated with improvements in acceptance of difficulties and self- 
awareness. These results highlight the need for neuropsychological rehabilitation to 
focus on broader issues, rather than just on the target problems or difficulties. The 
programme evaluated by Christiansen et al (1992) similarly included social skills 
training and cognitive remediation but also included group psychotherapy and lectures. 
At the end of the programme the number of people in work and the number of hours 
worked had increased. In addition, the levels of social activity in which participants 
engaged had also increased. The study was limited by the lack of maintenance data 
regarding maintenance effects.
Studies of neuropsychological rehabilitation programmes suggest that these may 
effective in improving some areas of functioning, for example improvement in areas of 
cognitive, emotional and vocational areas of functioning having been demonstrated.
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However, further empirical study which includes the use of control groups which do 
not receive data and /or baseline data and data regarding maintenance and 
generalisation of effects are needed before firm conclusions can be drawn.
8 Conclusion
Neuropsychological rehabilitation covers a wide range of behavioural, emotional, social 
and cognitive difficulties and a variety of different approaches. Evaluations of the 
effectiveness of neuropsychological rehabilitation has been hampered by a number of 
methodological flaws, limiting conclusions that can be drawn. Of particular note is the 
fact that issues such as everyday functioning and quality of life, and emotional and 
psychosocial outcomes are rarely considered. A significant improvement in a particular 
problem or deficit is meaningless if this does not affect the patients everyday 
functioning or quality of life (McMillan & Greenwood, 1993). Studies of effectiveness 
have produced mixed results. Results of studies evaluating behavioural and 
adaptation/compensatory approaches appear to be the most promising, at least for 
addressing behaviour and memory disorder. Moreover, reviews indicated that these 
approaches are potentially valuable for a number of other difficulties, which follow 
brain damage. Treatment programmes also appear to be useful in improving a number 
of deficits. The results of cognitive remediation, however, were equivocal although 
clearly helpful in some cases.
Despite a number of encouraging findings regarding the effectiveness of 
neuropsychological rehabilitation, the maintenance of effects following treatment is 
often poor, and reports of generalisation to everyday life frequently lacking. 
Christiansen et al. (1992) have suggested that ongoing therapist contact after treatment 
has finished can help maintain gains that have been made. In addition, Mateer and Ruff 
(1990) highlight that generalisation cannot be assumed but that active effort is needed to 
promote and build this into the treatment plan. Further research addressing 
maintenance and generalisation is needed, especially from a clinical point of view. 
What does appear to be clear is that the effectiveness of different approaches is 
influenced by the nature and severity of deficits and the resulting impairment. For 
example, patients with more severe impairment are less likely to be able to make use of 
cognitive skills training and SIT. However, the use of alternative techniques, for
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example compensatory strategies and behavioural approaches, which are less 
cognitively demanding may be beneficial for these patients. Further research is needed 
to clarify this.
Outcome measures most commonly focus on cognitive deficits, perhaps explaining why 
neuropsychological rehabilitation appears to have become synonymous with cognitive 
remediation in much of the literature. Indeed, other problems and aspects of 
functioning frequently affected by brain damage, such as adjustment to impairment, 
social relationships, marital and family issues, returning to work and for those with 
head injury, post-traumatic stress disorder, are rarely addressed. Moreover, each of 
these is likely to impact on the ability of a patient to make use of rehabilitation. For 
example, poor adjustment and denial of impairment may result in patients believing that 
rehabilitation is not applicable to them, therefore affecting their motivation. In addition, 
general problems of initiation experienced by patients with dysexecutive problems will 
impede the effectiveness of rehabilitation. Systemic issues may affect whether treatment 
approaches are used and encouraged within the patient's home environment. For 
example, McGlynn (1990) cites a study in which a girl was unable to return home 
because her mother refused to use behavioural strategies despite the fact that these had 
proved useful within the rehabilitation setting. In addition, problems of anxiety and 
depression, which may follow brain damage, may exacerbate some difficulties, such as 
attention and memory, limiting patients' ability to make use of rehabilitation. Ben- 
Yishay et al.'s (1987) evaluation of a programme approach appears to confirm that 
broader issues, in addition to the target problem, need to be addressed if rehabilitation is 
to be effective. In this study gains were maintained if there were also improvements in 
acceptance of difficulties and self-awareness, whilst a decline in improvement was 
related to lack of adequate support and forgetting to apply strategies. Clearly, 
behavioural, cognitive, emotional, social, and physical areas of functioning all need to be 
addressed and cannot be tackled in isolation if rehabilitation effectiveness is to be 
optimised. Although further research is needed to clarify what treatments are most 
effective with which problems in which combination, a holistic approach appears to be 
crucial and therefore the way forward.
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SPECIALIST ESSAY
Critically evaluate the  evidence for a n d  against
"FALSE MEMORY SYNDROME".
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1 Introduction
Headlines from a recent edition of the Guardian (Caroll, 1998), "Row over psychiatrists 
who destroy lives" and "Phoney abuse leaves multiple scars", reflect the essence and 
emotional nature of the argument regarding "false memory syndrome (FMS)". In brief, 
proponents of FMS argue that recovered memories (i.e. memories for which there has 
been delayed recall), usually recovered in therapy and most often relating to child 
sexual abuse (CSA), are likely to be false, the result of inappropriate therapeutic 
suggestion (Brewin, 1996; Harvey & Herman, 1994; Loftus, 1993). These false memories 
are considered to have potentially damaging consequences for both the individual 
concerned and for their families as illustrated by three cases described in the afore 
mentioned edition of the Guardian. Due to the extremely sensitive subject of CSA, 
discussion regarding FMS is frequently emotionally charged and polarised. There are 
those who believe in the general validity of all recovered memories (e.g. Whitfield, 1995; 
Williams, 1994) whilst others suggest that such memories should be viewed with 
marked scepticism and that there is a high probability that they may be false (e.g. 
Loftus, 1993). As a result of this dichotomy, the evidence regarding the validity of FMS 
has been concerned not only with whether it is possible to "create" false memories but 
also with the validity of recovered memories.
2 The Definition and Development of FMS
False memory syndrome is defined as "a condition in which a person's identity and 
interpersonal relationships are centred around a memory of traumatic experience which 
is objectively false but in which a person strongly believes" (Kihlstrom, 1996 cited in 
Pope & Brown, 1996). This false memory is generally attributed to therapist suggestion. 
Concern primarily focuses on therapists who use therapies oriented towards helping 
clients recover suspected repressed memories, for example hypnosis, age regression, 
guided imagery, sodium amytal and instructions to work at remembering CSA 
(Lindsay, 1994). It is important to note that FMS is a non-psychological term and that it 
is not a scientifically validated syndrome (Pope & Brown, 1996). The term was 
originally coined by the False Memory Syndrome Foundation (FMSF), an advocacy 
group founded in USA in 1992 by those who claimed that they had been falsely accused 
of CSA. Although FMSF argue that FMS exists as a syndrome in its own right they have
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yet to publish any confirmatory evidence of this, the debate regarding its validity 
therefore focusing on false memories as opposed to the syndrome per se. The fact that 
FMS has featured prominently in both the popular media and professional articles, led 
to the formation of working parties by the British Psychological Society (BPS) and its 
American equivalent and also to the development of advocacy groups for both those 
accused and those who have retracted their accusations of CSA indicates the prevalence 
of concern (Lindsay, 1994).
It has been suggested that the idea that techniques used in psychotherapy can lead to 
illusory memories of CSA is a backlash against our cultures dawning awareness, and 
support for victims, of CSA. It has been considered reminiscent of Freud's retraction of 
the Seduction Theory1 (Berliner & Williams, 1994; Masson, 1984). Within this context 
some authors have disputed the validity of FMS drawing attention to the fact that two of 
the FMSF advisory board members published an interview advocating paedophilia as a 
healthy lifestyle. Although this raises serious concerns regarding the motives of some 
members of FMSF, a balanced view regarding the validity of FMS depends on a critical 
evaluation of the scientific and empirical evidence. More specifically, two broad issues 
need to be addressed. First whether or not traumatic memories can be forgotten and 
later remembered, lack of evidence being considered to provide support for FMS. In 
addition, given that false memories are believed to be created within the therapeutic 
context an examination of the context in which memories are recovered will be 
considered. Second, whether or not false memories can be "created".
3 Recovered Memories
Discussions of recovered memories frequently focus on the mechanism of forgetting and 
particularly that of repression. Indeed, the fact that laboratory studies over the past 60 
years have failed to demonstrate that individuals can "repress" memories is often cited 
as evidence against the validity of recovered memories and hence in support of FMS 
(e.g. Pope & Hudson, 1995). However, it is now widely accepted that it is very difficult 
to model the effects of trauma in the laboratory (Brewin, 1996). In addition, it is possible
i The Dynamics Model essay contained within this chapter (pp. 34-46) incorporates a discussion 
of Freud's retraction of The Seduction Theory.
65
Academic Chapter: Specialist Essay
that alternative mechanisms to that of repression may provide an explanation for 
forgetting. That said, the mechanism of forgetting should be differentiated from 
whether or not this class of experience occurs at all (Schooler, 1994).
Findings from studies of children's memories for non-sexual traumatic events including 
kidnapping, sniper attack, lightening strike, emergency room treatments and 
catheterisation indicate that children's memories for these events typically remain in tact 
although it has been suggested that these studies cannot be considered analogous to 
CSA (Porter & Lane, 1996; Schooler, 1994). Indeed, the traumas cited above correspond 
to single events which were unlikely to involve profound embarrassment and which 
could be discussed with others. Discussion would provide an opportunity for rehearsal 
and also for the child to narratively organise their experience, both of which have been 
associated with improved recall (Fivush, 1995; Whitfield, 1996). Interestingly, the results 
of Goodman et als' (1994, cited in Schooler, 1994) study of children's memories of 
urinary tract catheterisation found embarrassment, lack of discussion of the procedure 
with parents and also Post-traumatic Stress Disorder symptoms, characteristics all 
potentially pertinent to CSA, to be negatively correlated with memory performance. 
Moreover, a few of the children denied that they had experienced the medical test. It is 
also important to consider that these studies were concerned with children's memories 
of childhood events whereas recovered memories are concerned with adult memories of 
childhood events (Zaragoza & Mitchell, 1995).
Although adult memory for non sexual trauma presents a mixed picture, a number of 
reports relating to wartime experiences of both veterans and prisoners are consistent 
with the idea that traumatic memories can be forgotten (Schooler, 1994). For example, 
Wagenaar and Groeneweg (1990, cited in Groeger, 1997) have described the recollections 
of World War II concentration camp prisoners. Whilst relatively mundane aspects of 
camp life were consistently remembered, individuals' statements regarding major 
traumatic incidents were dramatically inconsistent and, moreover, indicated that some 
individuals may have forgotten these incidents. Schooler (1994) also notes that combat 
veterans have been found to experience delayed reactivation of their memories of 
wartime experiences. In addition. Schooler highlights that there are striking parallels 
between these delayed reactivations and recovered memory reports.
66
Academic Chapter: Specialist Essay
With regards to memories of CSA specifically, a number of case studies appear to 
support the idea that memories of this can be forgotten. However, there is often no 
corroboration for these memories or the corroboration available is indirect e.g. the 
alleged abuser is associated with other instances of abuse. In addition, there is usually 
no independent verification of the memory gap (Schooler, 1994). Moreover, case studies 
are limited by the fact that data collection is likely to be non systematic and potentially 
biased, neither hypotheses nor inferences can be made and conclusions cannot be 
generalised since it is impossible to determine the representativeness of any particular 
case (Kihlstrom, 1995).
In a study of adults reporting sexual abuse histories, 59.3% (n = 420) identified some 
period in their life before age 18 during which they did not remember the abuse (Briere 
& Conte, 1993). However, caution is needed in interpreting these results due to the 
ambiguity of the question used to ask about memory for the abuse; although "not 
remembering" could indicate a lack of recall it could also mean that the person tried not 
to remember it or that there were times when they could not remember without feeling 
terrible (Loftus, 1993). In addition, there was no independent corroboration. Herman 
and Schatzow (1987) attempted to include corroboration in a study of adults in group 
therapy for child abuse. Of the 53 participants, 64% reported being amnesic for the 
abuse at some point. Whilst there was corroboration for 74% of those reporting abuse, 
given that an independent analysis of the group who reported completely forgetting was 
not included, it could be concluded that those with full or partial recall were the ones 
with corroborating evidence (Lindsay & Read, 1994). However, Herman (1994, cited in 
Schooler, 1994) indicated that there was no relationship between patient's reports of 
forgetting and their likelihood of providing corroborating evidence. Additional 
criticisms of both studies include the fact that they were retrospective, therefore 
evaluating the belief in unavailability of memory rather than unavailability per se, and 
that the participants were in therapy (Lindsay & Read, 1994).
A prospective study by Williams (1994) provides stronger evidence for forgetting. 
Indeed, she found that 38% of a group of women (n = 129) did not recall an incident of 
sexual abuse that had been documented 17 years earlier. Although some participants 
recalled other sexual assaults and the possibility of confusion of memories cannot be 
ruled out 12% apparently did not recall an abuse experience of any kind. In addition.
67
Academic Chapter: Specialist Essay
16% of the women who recalled the abuse stated that there was a time in the past when 
they did not remember that the abuse had happened. It is, however, possible that the 
participants had not forgotten but rather withheld information about the abuse or that 
they were too young to remember. It is also important to note that the study only 
addresses memory for a individual event as opposed to multiple episodes.
The evidence regarding recovered memories offers a somewhat mixed picture but does 
appear to confirm that memories of traumatic events, and particularly CSA can be 
forgotten and later retrieved, the results of Herman and Schatzow's (1987) study 
providing, at least suggestive evidence that recovered memories can correspond to 
actual instances of abuse. Moreover, evidence from cognitive psychology, including 
studies of cued recall, recognition and hyeramnesia indicates that it is possible for 
people to remember events that had been forgotten earlier. In addition, research 
regarding hypnosis has found that people can block conscious access to particular 
memories and regain access sometime later, with these unconscious memories having 
implicit effects on the person's experience, thoughts and action in the meantime 
(Kihlstrom, 1995). Clearly, the issue regarding memory for traumatic events is complex 
and not a simple dichotomous one. Indeed, Schooler (1994) has suggested that it may be 
more useful to think about the issue in terms of a continuum; at one end memory may 
be full and detailed whilst at the other end there may be no memory with, for example, 
memory for occurrence without flawless recollection lying somewhere in the middle.
4 The Context of Memory Recovery
Given that there is a general assumption that most recovered memories are recovered in 
therapy, the result of therapist suggestion, it is surprising that little attention has been 
paid to the context of memory recovery. However, in a survey of British chartered 
psychologists, Andrews, Morton, Bekerian, Brewin, Davies and Mollon (1995) asked 
participants about the context in which clients who had recovered memories had 
recovered these memories. Of the 810 participants who replied (27% response rate), 23% 
reported that they had had a patient recover a memory of CSA while in therapy with 
them during the previous year, 19% reported that they had had a patient who recovered 
a memory of CSA while in therapy with another therapist, and 31% had had a patient 
who reported recovering a memory before entering any kind of therapy. Limitations
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include the fact that the sample may not have been representative, a criticism levelled by 
the British False Memory Society Advisory Committee (1995). A study by Feldman- 
Summers and Pope (1994) also examined the context in which memories were 
recovered. Of those participants reporting childhood abuse (n = 79), 40% reported 
forgetting some or all of the abuse. Of these, 56% reported that therapy was associated 
with recollection, whilst 44% reported that it was triggered exclusively in other contexts. 
Of note is the fact that participants who reported that therapy was a factor in recalling 
the abuse were no less likely to report finding corroboration for the abuse than were 
participants whose memories were triggered exclusively in therapy. Clearly, the 
recovery of memories is not limited to either the therapeutic context or to untrained 
therapists (Andrews et al., 1995). Whilst this does not disprove the possibility of FMS, it 
does pose the question as to how memories recovered outside the therapeutic context 
could be created. Although the issue of recovered memories and how they are 
recovered is important with regards to the FMS debate, of greater significance is research 
regarding the suggestibility of memory and the question of whether memories, 
particularly memories of traumatic events, can be "created".
5 False Memories
Years of memory research and clinical practice make it clear that memories are not 
perfect records of past events. Memory distortions are far from rare, both in the 
laboratory and in everyday life. Indeed, Lindsay & Read (1994) provide a number of 
anecdotes which describe errors in autobiographical memory. Moreover, even though 
they may be wildly inaccurate, memories can be vivid and detailed, and held with 
conviction. The degree of confidence people have about recollections that are inaccurate 
can be striking. For example, Neisser and Harsch (1992, cited in Loftus, 1993) examined 
peoples' recollections of how they heard the news about the 1986 explosion of the space 
shuttle. Challenger. Participants were questioned the day after the explosion, and 
subsequently three-years later. More than one third of the reported memories were 
wildly inaccurate although frequently held with conviction. Loftus (1993) cites another 
study regarding the recollections of a serious life and death situation in which the 
results similarly demonstrated the inaccuracy of memory. However, the idea that 
memory changes over time is very different to the proposition that "one can inject a
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whole event into someone's mind for something that never happened" (Loftus, 1993; 
p.531). More pertinent to the issue of FMS is the suggestibility of memory.
Research suggests that people can be made to believe that they have seen or experienced 
something they never did, a phenomenon called the misinformation effect (Garry, 
Loftus & Brown, 1994). Studies investigating this phenomenon have most commonly 
examined the influence of leading questions, suggestion and the manipulation of details 
about an object or item that appeared in a previously observed scene. Results of these 
experiments all appear to lead to the same conclusion that people can be persuaded to 
believe that they have seen or experienced something that have not (Garry, Loftus & 
Brown, 1994; Lindsay & Read, 1994). People can be very confident in illusory memories 
induced by misleading suggestions. Moreover, in studies of eyewitness suggestibility 
some participants report very vivid and detailed recollections of things that were merely 
suggested to them (Lindsay & Read, 1994). In addition, Lindsay and Read (1994) have 
noted that people can sometimes mistake memories of imagined events for memories of 
actual events.
The applicability of studies of memory suggestibility to FMS is questionable given that 
they focus on memory distortions for peripheral and/or observed events as opposed to 
the event itself (Pezdek, 1994; Schooler, 1994). In addition, these studies tend to lack 
ecological validity, the suggestions often being innocuous. Moreover, research indicates 
that people are more likely to be influenced by plausible suggestions and topics of very 
little personal concern, the very opposite to an issue such as CSA. Lindsay and Read 
(1994) have also highlighted that numerous experiments have demonstrated that 
people's current expectations and beliefs can distort their recollections of their prior 
knowledge, beliefs and attitudes. These findings pose a challenge to the argument that 
"having always known" is indicative of the accuracy of newly recovered memories. 
Although it may indeed be true in some cases, it is reminiscent of hindsight bias.
Although evidence suggests that memory may be suggestible and malleable in addition 
to subject to inaccuracies, can memories be created? An often cited anecdotal example 
which suggests that memory of a fallacious event can be created is the case of Jean 
Piaget. Piaget reports having a memory of being kidnapped as an infant which he found
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to be false when his nanny confessed that she had made the entire story up (Loftus, 
1993). Numerous other case studies can be found within the literature although these 
are subject to the same limitations described above in relation to case studies regarding 
recovered memories.
Neurocognitive evidence indicates that patients with frontal lobe damage believe 
elaborate memories which are in fact confabulated by the patient in their attempts to tie 
together those real bits of memory that they are able to retrieve (Schooler, 1994). 
Moreover, a number of studies indicate that people believe or can be led to believe that 
they experienced an event they didn 't One study found that people mis-remembered 
that they had voted in an election when they had not whilst another found that people 
could be led to believe that they had witnessed assaultative behaviour when they did 
not (Loftus, 1993). Furthermore, in a study of children's recollections of a sniper attack, 
Pynoos and Nader (1989) found some non witnesses, including a boy who had been on 
vacation at the time, recalled memories of the event. However, given that it is likely that 
attention and discussion would have become focused on this event it is worth 
considering that children who were not there may have invented "memories" in an 
attempt to feel involved and included. These examples suggest the possibility that 
memories can be created. However, do experimental studies confirm that memories for 
traumatic events can be implanted for non existent ones.
Porter and Lane (1996) describe a study which found 13 out of the 27 participants firmly 
believed that they remembered an event which had been suggested to them under 
hypnosis. Moreover, after being told that the event had been suggested, all 13 
maintained that the event had occurred. Lindsay and Read (1994) describe a study in 
which parents of university students were surveyed regarding events that happened 
during the students' childhoods. The students were subsequently interviewed and 
asked to remember both these events and one suggested event. Some of the students 
reported memories of the suggested event with these memories tending to become more 
detailed in the second interview. It is, however, interesting to note that the veracity of 
the parents reporting is not questioned.
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In his account of the American case of Paul Ingram who was accused and later 
convicted of satanic ritual abuse, Wright (1994) described an experiment by Dr Richard 
Ofshe. Ofshe asks Ingram to remember a factitious abuse incident. Although Ingram is 
initially unable to recall the incident, he both remembers and describes the events after 
using imagery and prayer, both of which may increase susceptibility. However, given 
the extreme nature of the abuse reported it is not beyond the realms of possibility that an 
incident similar to the one suggested may have taken place, a commonly cited criticism 
of this experiment (e.g. Schooler, 1994).
Loftus (1993) describes a study in which participants were told three real and one 
fictitious story by their relatives, the fictional story involving the participant getting lost 
in a shopping mall, aged five. Relatives relayed these stories by using the question, "Do 
you remember when?". Results indicated that all five participants believed that they 
could remember the factitious event. Limitations of this study include the fact that the 
memory was suggested by a relative, who in reality, unlike a therapist, could have been 
there. This potentially may have enhanced the likelihood that the participants would 
believe the memories to be valid. In addition, getting lost is not such a remarkable 
suggestion. Children are often warned about the dangers of getting lost and read classic 
tales about children who get lost and therefore likely to have a pre-existing script for 
getting lost In contrast, children are unlikely to have a pre-existing script for CSA 
(Pezdek, 1994). It is also worth considering that although traumatic, getting lost seems 
somewhat minor in comparison to CSA and the ecological validity of this study 
therefore questionable.
Although the evidence regarding the validity of false memories is mixed, similar to the 
evidence relating to recovered memories, it does appear to indicate that is possible to 
create false memories in some people. Proponents of FMS argue that factors which are 
associated with suggestibility and therefore which would potentially increase the risk of 
false memories, are likely to be present when highly distressed individuals enter therapy 
and consider this to add weight to their argument. These factors include the passage of 
time, an influential interviewer, especially one seeking to confirm a preconceived idea 
(i.e. the therapist who believes CSA to be at the root of most psychological problems), 
repeated interviewing and individual differences (Lindsay & Read, 1994; Loftus, 1993).
72
Academic Chapter: Specialist Essay
6 Conclusion and Clinical Implications
The evidence for both the validity of recovered memories and the validity of false 
memories is mixed, and tends to be indirect (i.e. providing suggestive but not conclusive 
evidence). However, there does appear to be a reasonable foundation for the existence 
of both which clearly emphasises that the debate regarding the validity of FMS is not a 
dichotomous one as the literature sometimes implies. With regards to FMS specifically, 
the existing scientific and empirical literature provides strong evidence supporting the 
inaccuracy, suggestibility and malleability of memory. Whilst the evidence also 
indicates that the implantation of false memories is a definite possibility, this evidence is 
less strong due to both poor ecological validity and methodological limitations of the 
studies carried out. In addition, it is important to note that there is no evidence 
supporting the argument that FMS is a syndrome. Given that the creation of false 
memories is a definite possibility greater attention to examining factors that raise or 
lower the potential for distortion is needed. Indeed, focusing on the veracity of 
children's memories has failed to address the complexities in the process of 
reconstructing the past and tended to polarise the debate (Bekerian & Goodrich, 1995).
It is interesting to note that within the literature relating to false memory the possibility 
of false negative memories in the accused is rarely raised. Although, some of those who 
claim they are falsely accused may be lying, perhaps some of those who deny the 
accusations have forgotten the abuse. Another factor not addressed has been 
highlighted by Schwarz (1996). He argues that if we accept that false memories can be 
induced as a result of relatively innocuous social pressure from incidental people, is it 
not possible that continuous or intense social pressure (to deny or forget) accompanied 
by the threat of dire social consequences from meaningful people (e.g. adult family 
members) could cause false negative memories.
Clearly those who work with trauma victims and are concerned with trauma resolution 
need to appreciate, not only the dynamics of abuse, but also the nature of memory and 
remembering. An awareness of the FMS debate is crucial. More specifically, as the 
report. Recovered Memories, produced by the working party of the BPS (1995) 
emphasises, therapists need to be aware of the dangers of suggestion, avoid drawing 
premature conclusions and avoid imposing their own conclusions onto the client
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although they also need to be open to the possibility that memories which are not 
immediately available to the client's consciousness will emerge. Moreover, in relation to 
recovered memories, therapists need to be alert to a range of possibilities, for example 
that a memory may be literally true, metaphorically true or may derive from fantasy or 
dream material. The ability to be empathie and accepting towards the client and yet 
think critically about the material being presented is crucial. In Michael Yapko's (1993) 
words:
"Nobody - not survivors of genuine abuse nor those who mistakenly believe they were 
abused, nor the families of either - is helped by therapists who abdicate their 
responsibility to think critically... " (p. 37).
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SUMMARY OF CLINICAL EXPERIENCE
During the course of clinical training, I have undertaken four core and two specialist 
placements each of six months duration. The experience gained during these 
placements has enabled me to develop knowledge and skills in a variety of assessment, 
intervention, and evaluative procedures. In addition, this experience combined with 
academic teaching has led to the development of a scientist-practitioner approach to 
clinical practice. This summary provides a brief outline of the nature and breadth of 
clinical experience gained.
Core Placements
Adult Mental Health Placement
During this placement I gained experience in working directly with clients of varied 
ages and genders who exhibited a range of psychological difficulties which included: 
anxiety (including panic disorder, agoraphobia and generalised anxiety disorder), 
depression, obsessive compulsive disorder, bereavement and possible post-traumatic 
disorder. Experience was also gained in the administration and interpretation of basic 
cognitive assessment. The clinical work undertaken during this placement enabled me 
to become familiar with a range of therapeutic models including cognitive behavioural 
therapy (CBT), behavioural techniques, and solution focused approaches. In addition, 
psychodynamic ideas were discussed within the context of supervision. Although work 
was primarily carried out within a community mental health team, observation of 
clinical psychologists and other professionals provided an insight into the variety of 
settings in which a clinical psychologist might work. Working within a 
multidisciplinary team provided me with an understanding of the role of both clinical 
psychologists and other professionals working within this setting. Additional 
experience included visits to the local drugs and alcohol service, and to the 
rehabilitation service. Both these visits included participation in open therapeutic 
groups.
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Learning Disabilities Placement
This placement enabled me to gain experience in working with people with learning 
disabilities of varied ages, gender, backgrounds and degrees of learning disability. In 
addition to direct client work, considerable indirect work with families, care staff, and 
teachers was undertaken. Liaison with other professionals formed an important part of 
this placement. The clinical work undertaken tended to be assessment orientated but 
also involved intervention. Both cognitive assessments and behavioural assessments 
were carried o u t The main therapeutic model used was behavioural modification. 
However, exposure to the usefulness of a systemic approach in effecting changes within 
organisations (e.g. day care centres, group homes) was also gained. Work was 
undertaken in a number of different settings including day centres, residential centres, 
group homes, clients7 own homes and schools. During the placement I gave a 
presentation about the Leiter International Performance Scale, an assessment commonly 
used with individuals with learning disabilities, which enabled me to develop skills in 
presenting and conveying information to other professionals.
Children, Families and Adolescents Placement
During this placement I gained experience in working directly with children and 
adolescents presenting with a wide range of difficulties including, encropresis, phobias, 
school refusal, obsessive-compulsive problems, possible acute stress disorder, 
challenging behaviour and developmental difficulties. Indirect work with families and 
teachers was also carried ou t During this placement, I was able to further develop my 
skills in behaviour modification; CBT and solution focused therapy, gaining experience 
in adapting these treatment strategies for children and adolescents. In addition, this 
placement enabled me to expand my knowledge of therapeutic approaches including 
family therapy and narrative therapy (e.g. Epstein & White). The placement also 
enabled me to develop skills in the administration and interpretation of cognitive 
assessments for children and adolescents. Experience during this placement involved 
working within a medical setting, as part of the paediatric psychology clinic; this gave 
me an increased understanding of the interface between medical problems and 
psychology. Additional experience gained included attendance at a diabetic clinic for 
which psychology had just started providing input. Carrying out a research project
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within the diabetic clinic provided me with the experience of carrying out research 
within a clinical setting.
Older Adults Placement
The type of psychological difficulties encountered during this placement included both 
functional mental health problems (depression, anxiety, obsessive-compulsive problems 
and post-traumatic stress disorder) and organic dementia's. The placement provided 
experience of working both directly with clients and indirectly with families, care staff 
and other professionals, enabling me to consolidate my experience of indirect working 
gained during both the learning disabilities and children, adolescent and families 
placements. Experience was also gained in setting up and running a reminiscence 
group for older adults suffering from dementia. The clinical work undertaken during 
this placement included both assessment and intervention. Experience was gained in 
adapting treatment strategies including CBT, solution focused therapy and systemic 
therapy for use with older adults. The assessment work carried out included an 
evaluation of cognitive functioning in an individual suspected to be suffering from 
some form of dementia. During this placement I attended a study day on 
communication with people with dementia and also gave a presentation about older 
adult abuse and neglect to the mental health community team within which I was 
working.
Specialist Placements 
Post-traumatic Stress Disorder Placement
The experience gained during this placement enabled me to develop a broad theoretical 
and knowledge base regarding the symptomatology, assessment and treatment of post- 
traumatic stress disorder. In addition, the experience enabled me to consolidate and 
further develop my CBT skills, particularly in relation to: case-formulation skills, 
cognitive restructuring via imaginai techniques and schema focused therapy. I also 
gained experience in critical incident debriefing. The placement also provided 
observational experience of compensation and legal issues that can arise from working 
with patients who have experienced a major trauma, and hence of the role of a clinical
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psychologist as an expert witness. The issue of false memory syndrome arose during 
placement and as a consequence I prepared a presentation about this subject.
Learning Disabilities Placement
This placement enabled me to consolidate the experience gained during my core 
learning disabilities placement, and to enhance my assessment and psychotherapeutic 
skills in working with people with learning disabilities. There was a particular focus on 
direct client work enabling me to develop my skills in adapting treatment strategies to 
different clinical populations. Therapeutic approaches used included CBT, solution 
focused therapy, systemic therapy and person-centred counselling. The placement also 
provided me with the opportunity to develop skills in working in a consultative capacity 
with care workers. During this placement I was also able to develop my knowledge and 
gain an understanding of the "systems" aspect of service delivery and organisation.
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PLACEMENT 1: ADULT MENTAL HEALTH (CORE)
1.1 Placement Details 
Dates:
6th October 1995 - 29th March 1996
Supervisor:
Sarah Holroyd
Location:
Department of Clinical Psychology
West Park Hospital
Epsom
Surrey
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1.2 Placement Contract
Trainee: Nicola Spiller
Supervisor: Sarah Holroyd
Department of Clinical Psychology 
West Park Hospital 
Horton Lane, Epsom 
Surrey, KT19 8PB
Title of Placement: Adult Core Placement
Date: 6th October 1995 - 29th March 1996
AIM OF PLACEMENT
1. To fulfil the requirem ents of an adult core placement
2. To provide experiences which will address the particular needs of the individual 
trainee.
OBJECTIVES
a) To provide opportunities which would lead to the developm ent of skills in 
assessm ent, formulation and therapy in the main problem areas. 
Psychodynamic, system ic and cognitive behavioural approaches will be explored.
b) Basic psychometric assessm en t skills will be developed so  that the trainee 
will be able to conduct such an a ssessm en t independently.
c) An understanding of organisation issues will be achieved, e.g. the use of the 
care program me approach, supervision register, Trusts and GP fundholding, 
marketing of psychology, service agreem ents, contracts, the developm ent of 
community team s, quality and audit.
d) Observation and direct work will be conducted in a s  wide a range of settings 
as  is possible, e.g. primary care settings, CMHTs, Day Hospitals, inpatient w ards 
(acute, long stay and rehabilitation), resource centres, hom e visits. The trainee 
will be able to present professionally, have an understanding of the roles of 
different professionals working in the various settings, will be able to liaise with 
the relevant network in an appropriate manner.
e) The trainee will have direct or indirect exposure to a ssessm en t or therapy with 
a client from a different cultural background.
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f) Opportunities to observe the work of, and liaise with m em bers of the CM HT 
will be m ade. Allocation and business m eetings of the CMHT will be attended. 
The understanding of the roles of other professionals in the CMHT will be 
facilitated.
g) Liaison with m em bers of the Primary Health Care (PHC) Services will be 
experienced and PHC team  m eetings will be attended where possible. This will 
offer the trainee experience of primary health care.
h) The trainee will observe consultation of the supervisor to other professionals, 
e.g. counsellors, CPNs, Practice Nurses. This will enable the trainee to se e  the 
consultative and educative aspect of the work of a  Clinical Psychologist.
i) The trainee will participate in the activities of the Psychology Department, 
e.g. attend departm ental m eetings.
j) The trainee will conduct literature reviews a s  appropriate, which will enhance 
the trainee’s  knowledge base  and will provide update information to the 
department.
k) The trainee will observe or participate in specific projects, which are  being 
undertaken in the department, e.g. audit, and may carry out a  sm all-scale 
research project in a  clinically relevant area.
I) The role of the Clinical Psychologist in different settings will be observed and 
experienced where this is possible, e.g. in rehabilitation, in alcohol and drug 
abuse  and family therapy.
SUPERVISION ARRANGEMENTS
Two hours per w eek of supervision will be provided. At least one hour of this will be 
within a  regular weekly time slot. The trainee will submit two sam ples of written 
communications and two formal ca se  reports.
A formal review of the placem ent will occur halfway through the placement, i.e. beginning 
of January. Full written feedback will be provided at the end of the placement.
Sarah Holroyd Nicola Spiller
Chartered Clinical Psychologist Clinical Psychologist in Training
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1.3 Placement Case Report Summary: Assessment and treatment of a client with 
obsessive-compulsive problems
Nadine (age 32) was referred to the community mental health team by her G.P. as she 
appeared to have developed an "obsessive illness" following her mothers death earlier in the 
year. She had also been receiving treatment over the past year for a depressive illness 
following her marriage break up.
Nadine initially described her main concern as mental counting that could occur at any time, 
although more often in social situations. This behaviour was affecting her concentration and 
had resulted in commtmication problems with her partner. Assessment included taking a 
history of the presenting problem as well as gathering information about Nadine's general 
mental health, and important childhood and adult life experiences. Subsequently it emerged 
that Nadine had been exposed to numerous traumatic life events both recently and 
throughout her childhood years when she was sexually abused.
Within the context of these experiences it was hypothesised that Nadine's' counting was a 
secondary problem that appeared to be serving as a coping mechanism in enabling her to 
"block things out". Therefore, it was considered that this behaviour was likely to be 
maintained until some of the underlying issues had been addressed. This formulation was 
discussed with Nadine as well as possible interventions in order to facilitate a collaborative 
relationship. Consequently, it was agreed that the intervention would focus on tackling 
Nadine's sense of personal responsibility (cognitive restructuring), and exploring her 
feelings about her mother's death (grief work). Nadine's compulsive counting was also 
addressed directly using a paradoxical technique in which she was asked to try to produce 
this behaviour instead of striving to prevent it.
Evaluation of the outcome of therapy was based on Nadine's subjective report. At 
termination she reported feeling more positive and able to cope. She was able to make 
realistic evaluations of her responsibility in situations and to assert herself effectively. The 
counting, for which she was originally referred, had almost subsided. Furthermore, Nadine 
had managed several difficult anniversaries and was beginning to communicate more 
openly with her partner.
The importance of the therapeutic relationship and maintaining appropriate boundaries is 
discussed.
All identifiers have been removed or altered
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PLACEMENT 2: LEARNING DISABILITIES (CORE)
2.1 Placement Details
Dates:
17* April 1996 - 20* September 1996
Supervisor:
Chris Lenham 
Dr Amitta Shah
Location:
Department of Clinical Psychology
Wandsworth Community Health Trust
Learning Disability Service
Joan Bicknell Centre
Springfield Hospital
London
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2.2 Placement Contract
Trainee:
Supervision:
Title of Placement: Learning Disability Core Placement.
Date: 17th April 1996 - 20th September 1996
CORE COMPETENCIES FOR TRAINEES ON A PLACEMENT WORKING WITH 
PEOPLE WITH LEARNING DISABILITIES
1. It is expected that trainees will gain competence in the following areas by the end of a 
placement working with people with learning disabilities. Although this document may 
look daunting at first glance, many of the areas will be covered by involvement with 
individual clients. Individual trainees will gain competence at different rates, and 
therefore may need different amounts of experience before being rated as having the 
requisite level of competence for a trainee at this stage of training.
Philosophy
Will demonstrate an understanding of relevant philosophies of care through their work,
i.e. interaction with clients
attitudes and work with carers/professionals 
report writing
Will be able to explain the main elements of the normalisation philosophy to other 
professionals/carers.
Nicola Spiller.
Chris Lenham/Dr Amitta Shah 
Department of Clinical Psychology 
Wandsworth Community Health Trust 
Learning Disability Service 
Joan Bicknell Centre 
(Springfield Hospital)
Burntwood Lane,
London SW17 7DJ.
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Communication
Will be able to take an initial assessment interview with:
(i) a person with mild learning disabilities;
(ii) the parent of relative;
(iii) the staff member caring for the person;
(iv) other professionals.
Will be able to modify their use of language to hold a conversation with a person with 
moderate/severe learning disabilities.
Will be able to produce and understand signs from Makaton stages 1 and 2.
Will be able to feedback the outcome of psychological assessment/intervention in an appropriate 
manner to:
(i) a person with mild learning disabilities;
(ii) the parent or relative;
(iii) the staff member caring for the person;
(iv) other professionals.
Will be able to select and apply an appropriate therapeutic model for a given client from the range 
available to a clinical psychologist.
Will be able to apply one of the following approaches to an individual/group with mild/moderate 
learning disabilities:
social skills 
advocacy
interpersonal relationships 
self awareness 
loss and bereavement 
anger management 
assertiveness
Work with Stafi/Other Professionals
Will be able to identify the network of specialist and generic services and access these according to 
the needs of a given client, e.g.
residential placement 
respite care 
day placement 
social work 
community nursing 
psychiatry 
general practitioners 
occupational therapy 
speech therapy
disablement resettlement office
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careers
voluntary agencies 
education
Will be able to perform the generic keyworking role for a given client within a multidisciplinary 
team
Will be able to give a clear presentation of a psychological assessment/intervention within a 
multidisciplinary meeting.
Will be able to prepare, deliver and evaluate a presentation on a specific psychological topic to a 
group of staff.
Professional Development
Will be able to explain the role of the Regional Special Interest Group.
Will be able to communicate the method, outcome and interpretation of a psychological assessment 
in writing.
Will be able to communicate the formulation, method and outcome of an intervention in writing.
2. Trainees should be able to take the following competencies from a placement working 
with people with learning disabilities forward to other placements.
Ability (skill and confidence) to work with people who have learning disabilities in other settings, 
e.g. mental health, children, elderly, neuro, forensic. This will include:
• people who learn slowly
• people who have limited or abnormal communication
• people who have attention deficits
• people who have concrete thought processes
• people who have social impairment
Recognise the effects of chronic disability.
Reflect relevant philosophies of care in their work.
Recognise the institutional responses to human need and methods of ameliorating their impact. 
Recognise the significance of issues of discrimination, labelling, prejudice and stereotyping.
Ability to work within service networks.
Use of skills in time and caseload management.
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3. Competencies we expect trainees to get elsewhere to back up learning disabilities 
experience.
Behavioural interventions.
Working in teams.
Residential/day care facilities.
Children with learning disabilities.
Psychometric tests and other assessments.
Teaching/seminars.
case reports.
A formal review of the placement will occur hallway through the placement, i.e. at the end of June. 
Full written feedback will be provided at the end of the placement.
SUPERVISION ARRANGEMENTS
Two hours per week of supervision will be provided. At least one hour of this will be within a 
regular time slot. The trainee will submit two samples of written communication and two formal
Christine Lenham 
Chartered Clinical Psychologist
Nicola Spiller
Clinical Psychologist in Training
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2.3 Placement Case Report Summary: Assessment of a client with learning 
disabilities and challenging behaviour
Daniel (age 21) was referred to psychology by a community nurse for an assessment 
regarding his aggressive behaviour at school. In addition, there were concerns about his 
preparation for leaving school as Daniel had previously presented with difficult behaviour 
at times of transition.
Information was gathered from a number of sources including individual interviews with 
Daniel, his foster parents and his teacher, clinical notes and previous reports, and formal 
psychological testing. Daniels aggressive behaviour appeared to consist primarily of 
throwing chairs, or other objects, often resulting in damage to property and occasionally 
causing injury to others. The results of a cognitive assessment indicated his cognitive 
functioning to be at the lower end of the "mild learning disabilities" range of abilities.
Four incidents that had occurred shortly before the referral to psychology were analysed 
and several possible contributing factors emerged, including difficulties in communication 
with others, and being involved in some form of transition. Specific positive and negative 
reinforcing consequences were also identified. A multi-component model of aggression was 
used as a framework for understanding DanieFs behaviour. It appeared that the 
combination of specific environmental contexts (transitions), and triggers (e.g. receiving 
instruction), against a background of poor communication skills and low self-esteem 
typically led to aggressive outbursts.
The intervention derived from the formulation included both preventative and treatment 
orientated strategies. These took the form of guidelines and recommendations relating to 
five main areas: communication, expectations, self-esteem, emotions, and transitions. In 
addition, goals for the short, medium and long term were suggested. Unfortunately, due to 
completion of the placement it was not possible to undertake an evaluation of the impact of 
the recommendations on Daniel s behaviour. Areas of potential difficulty and dilemmas 
experienced in attempting to provide an appropriate service for an individual versus a safe 
service for others are discussed.
All identifiers have been removed or altered
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PLACEMENT 3: CHILDREN, ADOLESCENTS AND FAMILIES (CORE)
3.1 Placement Details 
Dates:
9th October 1996 - 21st March 1997
Supervisor:
Bruce Holroyd
Location:
Department of Child and Family Psychological Medicine
St Peter's Hospital
Chertsey
Surrey
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3.2 Placement Contract
Setting: Department of Child and Family Psychological Medicine
Trainee: Nicola Spiller
Supervisor: Bruce Holroyd, Chartered Clinical Psychologist
Date of start of placement: Wednesday 9th October 1996
Date of end of placement: Friday 21st March 1997
Date of mid-placement review: Thursday 9th January 1997
PLACEMENT
This is a core child, adolescent and family placement The Department of Child and 
Family Psychological Medicine is a multi-disciplinary service based in a General 
Hospital with small outreach clinics. The service sees children and adolescents from 
birth up to 18 years old, and their families or carers. There is extensive liaison and 
communication with other agencies, including Social Services, Education and Health 
Visitors. A full range of problems is seen within the Department, but there is only a very 
limited in-patient service. The Clinical Psychologists in the team also provide uni- 
disciplinary Paediatric Psychology Clinics and have input to the Hospital Child 
Development Nursery.
ALMS OF PLACEMENT
1. Experience of working within a multi-disciplinary child and adolescent mental 
health service.
2. Understanding of a Clinical Psychologist's role within a multi-disciplinary team.
3. Understanding of child protection issues and awareness of the relevant 
literature.
4. Experience in a Paediatric Psychology setting.
5. Direct and indirect experience of working with a range of clients with various 
presenting problems, ages and backgrounds.
6. Psychometric assessment of at least two children.
7. Experience of working with several models including systemic and behavioural.
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METHOD OF ACHIEVING AIMS
1. Observation of supervisor and multi-disciplinary colleagues.
2. Contact with clients, carers and relevant professionals.
3. Involvement in departmental meetings, seminars, service development 
meetings, etc.
4. Visits to other settings, e.g. schools, child development nursery.
5. Reading.
ADDITIONAL EXPERIENCES
1. Involvement in the Department7s Deliberate Self-Harm service.
2. Participation in Department Team Day which focuses on team dynamics and
service issues.
3. Involvement in teaching.
4. Possible small-scale research project on placement.
REPORTS OF CLINICAL ACTIVITY
Completion of reports and records of activity as required by placement setting and 
course. <
SUPERVISION
Formal supervision will be IV2 hours per week, usually Thursday 1.30-3 .00p.m. 
TIMETABLE
Three days per week on placement (usually Wednesday, Thursday and Friday), with 
one day every two weeks reserved for clinical study time. Based at St Peter7s Hospital. 
Occasional Wednesdays at Kingston & District Psychology Department bases.
Trainee  t ' Date ../r.9.
Supervisor . . . . Date
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3.3 Placement Case Report Summary: Assessment and treatment of a specific phobia 
in an adolescent girl
Joàime (age 13) was referred to Child and Family Psychological Medicine by her GP for 
treatment of a phobia of canals. The interview schedule for behavioural assessment of 
children's problems (Murphy, Hudson, King and Remenyi, 1985) was used as a format for 
the initial assessment.
Joanne's phobia was initially conceptualised as a complex multifaceted response pattern of 
behaviour consisting of three different but interrelated facets: the physical (anxiety 
symptoms), cognitive (catastrophic thoughts) and behavioural (avoidance of canals). Her 
long-standing dislike of canals appeared to be primarily associated with a specific "fear 
inducing" incident. However it later emerged that Joanne's father had experienced similar 
anxieties himself. Furthermore, the attention she received from her parents appeared to be 
positively reinforcing her fear. Therefore, Joanne's phobia was subsequently understood to 
result from both modelling and instruction and reinforcement, in addition to direct 
conditioning.
The intervention included the presentation of the formulation to Joanne, incorporating 
education about anxiety, anxiety management techniques and graded exposure. Joanne's 
active involvement in developing the formulation of her phobia and in planning the 
treatment programme was encouraged. Systematic desensitisation was then undertaken 
utilising in-vivo exposure. In addition, Joanne was taught how to use cognitive strategies 
such as positive self-talk and challenging negative thoughts in order to promote more 
adaptive coping in the exposure situation.
By the end of the therapy, Joanne had reached the 8th item (out of 9) on the anxiety 
hierarchy. She understood the importance of exposure in enabling her to overcome her 
phobia and was able to utilise relaxation and cognitive strategies. Subjectively Joanne 
reported that she generally felt less anxious and tense when she encountered or anticipated 
encountering a canal. This was supported by her father who reported noticing a significant 
improvement in Joanne's response to the feared situation.
All identifiers have been removed or altered
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PLACEMENT 4: OLDER ADULTS (CORE)
4.1 Placement Details 
Dates:
16th April 1997 - 29th August 1997
Supervisor:
Ajay Kapoor
Location:
Waverley Community Mental Health Team for the Elderly
Branksome House
Goldalming
Surrey
97
Clinical Chapter: Older A du lt Placement
4.2 Placement Contract
Trainee: Nicola Spiller
S uperv iso r: Ajay Kapoor
P lacem en t a d d re ss : W averley Community Mental Health Team for the Elderly
Branksome House 
Filmer Grove 
Nightingale Road 
Godalming 
Surrey G47 3AB 
Tel. 01483 429394
16.04.97-29.08.97 
16.07.97 at 2.30pm 
Friday at 9.30am 
W ednesday, every other week
PLACEMENT AIMS:
1. a) To develop knowledge of the role of different professionals working within the 
CMHTE.
b) To becom e familiar with, and to carry out work, in as  wide a  range of settings 
a s  is possible.
c) To becom e familiar with the range of services available to an elderly client 
group.
2. To develop skills in formulation, drawing on a  range of models including cognitive, 
behavioural, system ic and psychodynamic models.
3. To develop knowledge of a  variety of a ssessm en t tools used with an older client group 
including both tools designed for the general population and those designed specifically 
for this client group.
4. To have exposure to at least one intervention specifically designed for older clients e.g. 
validation therapy, reality orientation, reminiscence.
P lacem en t d a te s :
Date o f m id p lacem en t review: 
S uperv ision  day  and  tim e: 
Clinical s tu d y  tim e:
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5. To se e  at least 10 clients with both functional and organic problems for independent 
treatm ent covering a range of ages  and, if possible, including som eone from a different 
cultural and ethnic background. Specific issues to include:
(a) Depression in old age
(b) Cognitive change with old age
(c) Dementia
(d) Bereavem ent
(e) Adjustment and adaptation difficulties as  a  result of dependency or disability
(f) Strokes
(g) Challenging behaviour
(h) Working with carers
6. To carry out an in depth neuropsychological a ssessm en t to possibly be written up as 
a  ca se  report and submitted to the University of Surrey.
7. To be involved in the planning and running of a  group.
8. To be involved in staff training.
9. To gain experience of project work and, if possible, to carry out a  piece of research to 
be submitted to the University of Surrey.
Signed: Trainee
Supervisor 
Date ......
......
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4.3 Placement Case Report Summary: Netiropsychological assessment of cognitive 
functioning in an older adult
Mr Morgan (age 67 years) was referred to psychology by his GP for formal psychological 
assessment to clarify his cognitive abilities and specifically to evaluate his short-term 
memory. Information for the assessment was obtained from interviews with Mr M. and his 
wife individually. Mr Morgan was described by his family as being unaware of their 
concerns. However, in the interview he reported having noticed an increase in word finding 
difficulties as well as short term memory problems over the past seven years. In response to 
these difficulties, he described using various coping strategies including writing down 
information and using word association and rhyming techniques. In addition to these 
concerns, Mrs Morgan reported that her husband had become extremely reluctant to go out 
and socialise, was frequently irritable and appeared to be lacking in motivation.
A full cognitive assessment was undertaken in order to provide a baseline for measurement 
of any future changes. An indication of Mr Morgan's pre-morbid intellectual functioning 
obtained using the National Adult Reading Test-Revised (NART) whilst the Wechsler Adult 
Intelligence Scale-Revised (WAIS-R) was used to assess his current intellectual functioning. 
Several specific measures were used to investigate various aspects of Mr Morgan's memory 
as this was the main area of concern. A number of further tests were employed to assess 
other aspects of Mr Morgan's cognitive functioning, e.g., his verbal fluency and information 
processing speed.
The results of this assessment were indicative of cognitive deterioration and suggested the 
possibility of a dementing illness. Mr Morgan appeared to be experiencing difficulties with 
both short term and long term verbal and visual memory as well as new learning. However 
his immediate memory was in tact and he had no problems with face recognition. These 
results could not be considered conclusive and a further assessment in 6 - 12 months time 
was recommended.
Involvement in this case raised ethical issues, specifically the dilemma of whether someone 
with a possible dementing illness should be informed of their diagnosis. In Mr Morgan's 
case, the tentative nature of the diagnosis and the need for future repeated assessment, as 
well as the family's desire for non-disclosure were taken into account. It was considered 
that it was not in Mr Morgan's best interests to advise him of the possibility that he was 
suffering from a dementing illness at this stage but it was suggested that open discussion 
should be encouraged if he raised the issue or if the diagnosis became more certain.
All identifiers have been removed or altered
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PLACEMENT 5: POST-TRAUMATIC STRESS DISORDER (SPECIALIST)
5.1 Placement Details
Dates:
30th October 1997 - 3rd April 1998
Supervisor:
Peter Scragg
Location:
Traumatic Stress Clinic
Camden and Islington Community Health Trust 
London
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5.2 Placement Contract
S etting : Traumatic S tress Clinic
T rainee: Nicola Spiller
S u p erv iso r: Peter Scragg
D ate o f s ta r t  o f p lacem ent: 
D ate o f e n d  o f p lacem ent:
D ate of m id p lacem en t review:
30.10.97
03.04.98
22.01.98
G oals o f P lacem en t
1. To develop a theoretical knowledge base  regarding the symptomatology, a sse ssm en t 
and treatm ent of Post-traumatic S tress Disorder.
2. To gain experiences in the a ssessm en t and treatm ent of a  range of clients, including 
at least one refugee, who have experienced major traumatic events and m ore 
specifically:
(i) A ssessm ent
To gain knowledge and experience of using formal psychological a sse ssm en ts  
for PTSD including structured interviews and questionnaires.
(ii) Treatment
To learn cognitive behaviour skills of particular relevance to PTSD.
3. To gain experience of critical incident debriefing.
4. To further develop cognitive behaviour therapy skills in relation to both:
(i) C ase  formulation skills
(ii) Treatment including:
5. To use schem a focused therapy with a t least one client.
6. To gain knowledge and observational experience of com pensation and legal issues 
that arise from working with patients who have experienced a major trauma.
7. To develop greater skills in evaluating therapeutic outcom e and own therapeutic skills.
Imaginai exposure
Restructuring via imaginai techniques
Peter Scragg Nicola Spiller
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5.3 Placement Case Report Summary: Assessment and treatment of a client with 
post-traumatic stress disorder
Christine was referred to a specialist trauma service by her GP when she began expressing 
suicidal thoughts to her counsellor. Her husband had committed suicide six months 
previously.
The initial assessment involved a clinical interview, administration of the Clinician 
Administered Post-traumatic Stress Disorder (PTSD) Scale (CAPS), and completion of the 
Beck Depression Inventory (BDI) and Beck Anxiety Inventory(BAI). The clinical interview 
incorporated both a psychological debriefing, and a clinical assessment using Raphael and 
Martinek's (1996) framework for assessing trauma, grief and traumatic bereavement.
Christine presented with chronic PTSD, her symptoms fulfilling the DSM-IV (American 
Psychiatric Association, APA, 1994) criteria for diagnosis. In particular, Christine expressed 
extreme feelings of guilt and self reproach. These feelings were hypothesised to be central to 
both the development and maintenance of her PTSD symptoms, thereby preventing her 
from successfully processing and integrating the trauma. Her extreme distress upon 
discovering her husband's body was also hypothesised to be impairing her ability to 
successfully process the trauma. Finally, Christine's depression was considered to be an 
exaggerated grief reaction that was secondary to her PTSD. Based on this formulation, the 
intervention was designed to incorporate three key elements: cognitive therapy (to address 
Christine's feelings of guilt and responsibility), exposure (to promote emotional and 
cognitive processing of the traumatic event), and exploration of her emotional response to 
her husband's death.
At the end of therapy Christine reported that the intrusive memories and images she had 
been experiencing had both reduced in frequency and were less distressing when they did 
occur. Her scores on the self-report measures indicated improvement in her general mood. 
She had also stopped taking sleeping tablets and begun reducing her alcohol intake. 
Moreover, Christine had coped with a number of stressful situations including other family 
bereavements. Yet, despite improvements Christine stated feeling no different. Towards 
the end of therapy, Christine began talking about the impact of her husband's suicide on her 
sense of self and her need to redefine herself now that he was gone. This suggested that she 
was beginning to tackle the third task of grief suggested by Worden (1991).
All identifiers have been removed or altered
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PLACEMENT 6: LEARNING DISABILITIES (SPECIALIST)
6.1 Placement Details 
Dates:
28th September 1998 - 31st March 1999
Supervisor:
Heinz Kobler
Location:
Community Leaning Disabilities Team 
Surrey Hampshire Borders NHS Trust 
Frimley 
Surrey
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6.2 Placement Contract
SURREY HAMPSHIRE BORDERS NHS TRUST 
11 C hurch  R oad, Frimley, S urrey  GUIS 5AD
LEARNING DISABILITIES SPECIALIST PLACEMENT TRAINING CONTRACT
Trainee: Nicola Spiller
S uperv iso r: Heinz Kobler
D ates o f p lacem ent: 28.09.98 - 31.03.98
AIMS OF PLACEMENT:
1. To extend experience gained on the core learning disabilities placement.
2. To enhance assessm en t and psychotherapeutic skills in working with people with 
learning disabilities with a  particular focus on direct therapeutic work.
3. To gain experience of group work with people with a  mild learning disability.
4. To experience working in a  consultative capacity with care workers.
5. To gain experience in staff training.
6. To develop knowledge of a  range of therapeutic approaches and relevant theories 
relating to learning disabilities.
7. To develop knowledge and increase understanding of the “system s” aspect of service 
delivery and developm ent with regard to working with people with learning disabilities 
and their carers.
8. To develop knowledge of organisational issues particularly relevant to working within 
a people with learning disabilities (PLD) service, e.g. interface with mental health 
services, service carers, interface between social service and education, relevant 
governm ent acts, etc.
THESE AIMS WILL BE ACHIEVED VIA A RANGE OF EXPERIENCES TO INCLUDE 
THE FOLLOWING:
1. A ssessm ent and intervention with adults with a  learning disability addressing a range 
of issues, e.g. relationship and sexuality issues, sexual abuse, anxiety, eating 
problems, etc.
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2. Participating in running a  group for people with a  mild learning disability.
3. Observation of supervisor and multidisciplinary colleagues and opportunity to be 
observed by supervisor.
4. Joint working with other m em bers of the Community Team.
5. Liaison with other professionals working within the PLD service a s  appropriate.
6. Visits to residential and day care facilities.
7. Attendance at Community Learning Disability Team Business Meetings and 
Allocation/Referral Meetings, and at least one PLD Service Development Meeting.
8. Involvement with staff training.
9. Undertaking suggested  reading linked to clinical work.
10. Study leave -112 day per week.
SUPERVISION
Supervision will include 1-1&1/2 hours of formal supervision per w eek plus informal 
supervision as  required.
kJ.'cSLo-  -------
NICOLA SPILLER
Clinical Psychologist in Training
October 1998
:
HEINZ KOBLER 
Chartered Clinical Psychologist
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LITERATURE REVIEW
Intrusive Imagery a n d  Post-traum atic  Stress D isorder
108
Research Chapter: Literature Review
1 Introduction
Intrusive cognitions, defined as "mental events which occur unexpectedly, interrupt the 
stream of consciousness and often occur repeatedly" (Trinder & Salkovskis, 1994, p.833), 
have been found to be common in anxiety disorders and particularly Post-traumatic 
Stress Disorder (PTSD). PTSD, which develops after exposure to a traumatic event, 
comprises of three classes of symptoms: (i) re-experiencing phenomena which have 
been regarded as the hallmark feature of PTSD (Brett & Ostroff, 1985; Jones & Barlow, 
1990) and include intrusive cognitions; (ii) avoidance and emotional numbing and; (iii) 
hyperarousal disturbances such as difficulty falling or staying asleep, or an exaggerated 
startle response (Diagnostic and Statistical Manual IV: DSM-IV, 1994). A diagnosis of 
PTSD requires that these symptoms have persisted for at least one month and that they 
cause significant impairment in daily living (DSM-IV, 1994). Intrusive cognitions can 
take a variety of forms including images, verbal thoughts and recurring memories 
(Trinder & Salkovskis, 1994). They are often unacceptable, unwanted and accompanied 
by subjective discomfort (Rachman, 1978,1981). Within PTSD, intrusive cognitions most 
commonly take the form of involuntary recollections of the traumatic event, frequently 
as images (Davies & Clark, 1997; Peterson, Prout, & Schwarz, 1991). These post- 
traumatic images tend to be fragments of disturbing memories of some aspect of the 
trauma experienced (Hackmann, 1998). Not only are intrusive images an important part 
of the clinical picture (Peterson et al., 1991), they also appear to be an important factor in 
the development and maintenance of PTSD (Andrade, Kavanagh & Baddeley, 1997). 
However, despite this, the role of imagery in PTSD has been largely overlooked within 
both the theoretical and empirical literature (Brett & Ostroff, 1985). Moreover, research 
has frequently failed to separate out intrusive thoughts (i.e. verbal recollections) from 
intrusive images (i.e. visual, tactile, olfactory recollections), with the understanding of 
imagery in PTSD being confused as a result.
This review is concerned with examining the relationship between intrusive imagery 
and PTSD. It begins by looking briefly at the nature of imagery before focusing on the 
phenomenology of imagery in PTSD. It then goes on to discuss theoretical accounts 
regarding why intrusive imagery is common following trauma and how it relates to the 
development and maintenance of PTSD before evaluating its role in maintaining PTSD
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in more detail given that this is most pertinent to the development of effective treatment 
strategies.
2 Definition of Imagery
Images are defined as mental contents that possess sensory qualities, as opposed to 
those which are purely verbal or abstract (Horowitz, 1970). Imagery therefore includes 
dreams, waking images and memories (Horowitz, 1970; Hackmann, 1998). Hackmann 
(1998) has noted that whilst images can occur spontaneously, they can also be 
deliberately evoked, transformed and suppressed. Images may be literal or symbolic, 
they may be veridical memories, fantastical, or a mixture of the two (Hackmann, 1998), 
Although images can involve any of the sensory modalities, visual imagery appears to 
be the most common (Horowitz, 1970). Moreover, studies by Ehlers and colleagues 
(cited in Ehlers & Steil, 1995) have found visual recollections to be the most common 
form of intrusion within PTSD. Therefore, visual imagery forms the focus of this review 
and the terms image and imagery will refer to those of a visual nature unless otherwise 
specified.
3 The Nature of Visual Imagery
Contemporary psychological research provides strong evidence that visual imagery 
shares some cognitive resources with visual perception, supporting the proposition that 
mental imagery resembles perception of the external world (Bruce, 1996; Dadds, 
Bovbjerg, Redd, & Cutmore, 1997). Firstly, vision and visual imagery appear to share a 
common neural basis (Dadds et al., 1997). Studies using cerebral blood flow and 
electrophysiology to observe patterns of cortical activation have shown localised areas of 
the brain known to be involved in visual processing, such as the occipital and temporal 
lobes, to be selectively activated during visual imagery tasks (Farah, 1988). Secondly, 
research indicates that imagery and perception share common functional properties 
(Dadds et al., 1997). For example, studies demonstrate that maintaining a visual image 
interferes with visual, but not other forms of sensory (i.e. auditory) perception (Kosslyn,
1994). Thirdly, evidence from clinical neuropsychology demonstrates that damage to 
visual areas in the brain causes equivalent impairment in sensory and imaginai systems 
(Dadds et al., 1997). For example, damage to the visual cortex which leads to acquired
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colour blindness has been found to result in an inability to imagine colours or to report 
the colours of objects from memory (Bruce, 1996).
Bruce (1996) has highlighted that, whilst studies converge with regards to the overlap 
between imagery and perception, the extent of this overlap has yet to be resolved. In 
addition, the studies described above examined deliberately evoked imagery whereas 
imagery within PTSD is frequently unbidden. Although deliberately evoked and 
spontaneous images are likely to have a similar cognitive basis there may also be 
differences, for example, in the way these images are constructed and enter awareness.
4 The Phenomenology of Imagery in PTSD
The literature regarding the phenomenology of imagery in PTSD is sparse (Ehlers & Steil 
1995). Moreover, there has been a historical tendency to assume a narrow band of 
traumatic imagery occurring primarily in nightmares (Brett & Ostroff, 1985). This has 
probably been the result of the early focus op PTSD in war veterans in which traumatic 
nightmares were particularly salient. However, imagery may manifest in many ways 
and Horowitz (1970) has described a broad spectrum of images including intrusions, 
memories, pseudohallucinations, hallucinations and hypnagogic (i.e. occurring in the 
state between wakefulness and sleep) phenomena. There are two main aspects of the 
phenomenology of intrusive imagery within PTSD which need to be addressed. Firstly, 
the nature and content of the images and secondly, the distress associated with these 
images.
4.1 The Nature and Content of Images in PTSD
A recent study by Ehlers and Steil (in preparation, cited in Hackmann, in preparation) 
suggests that post-traumatic images tend to be recurrent and stereotyped memory 
fragments of the traumatic event, often from the first moments which signalled danger 
(e.g. being grabbed by an assailant) or from moments when the situation took on a new 
meaning (e.g. the person realising that the assailant has a knife and that their life may 
therefore be in danger). Hackmann (1998) similarly proposes that post-traumatic images 
are often of the same fragment (or fragments) of memory. She argues that these images
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are frequently of scenes which are perceived as being particularly traumatic and that 
they may appear like flashbacks. Flashbacks are traumatic memories which have a 
dissociative quality that can leave a person feeling as if they are reliving the trauma 
(Peterson et al., 1991).
Although flashback type and intrusive images clearly differ qualitatively these two 
types of image have frequently not been differentiated and the terms sometimes used 
synonymously within the literature. This may have contributed, at least in part, to the 
fact that the cognitive processes which underlie and possibly distinguish between these 
two types of image have not, as yet, been explored. Given that visual imagery has a 
similar cognitive basis to visual perception, it is hypothesised that variations in reality 
monitoring, defined as the ability to distinguish between internal and external sources 
of information (Johnson & Raye, 1981), might account for the difference between a 
flashback type and an intrusive image. Indeed, Bryant and Harvey (1996) provide 
preliminary evidence that good imagery ability, which has been found to impact 
negatively on reality monitoring (Reed, 1996), is associated with PTSD flashbacks. 
However, further research is needed to evaluate this hypothesis, for example, examining 
whether flashbacks are more likely to lack cues that facilitate reality monitoring, such as 
contextual information (Reed, 1996), compared to intrusive images.
Post-traumatic images are often fragmented, disorganised and lacking in contextual 
information, which, it has been argued, can be explained by difficulties processing 
information under conditions of extreme anxiety (Foa & Riggs, 1993; Hackmann, in 
preparation). Indeed, research indicates that anxiety significantly inhibits information 
processing by narrowing the range of stimuli attended to, limiting attention, decreasing 
concentration and elevating distractibility (Eysenck & Keane, 1990, cited in Foa & Riggs, 
1993). Consequently, the degree of anxiety experienced during a traumatic event, which 
will be influenced by both the characteristics of the trauma itself (e.g. the degree of life 
threat1) and the individual's interpretation of the event (e.g. how dangerous or 
uncontrollable the trauma is perceived to be), will affect the level at which information
1 Certain trauma characteristics, such as life threat, personal injury, bereavement, and the 
suddenness of the traumatic event, are universally judged to be indicative of greater trauma 
severity (Joseph, Williams & Yule, 1995).
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about the trauma is processed and hence, the nature and quality of the traumatic 
memories.
Anxiety may also be related to the degree to which an individual experiences post- 
traumatic images given that it can lead to mental confusion which is considered to 
represent a failure to engage in "semantic processing" which Clark & Ehlers (in press, 
cited in Dunmore et al., in press) have suggested might be linked to post-traumatic 
intrusions given that it prevents the formation of a trauma memory that is integrated 
into its context, for example, in time and place. Mental confusion has been defined as, " 
... an inability to focus on important aspects of what is happening during ... trauma ... " 
(Dunmore, Clark & Ehlers, in press, p.4). Difficulty comprehending or making sense of 
a trauma (e.g. because it is incongruent with an individual's existing schemata) may also 
contribute to a lack of semantic processing and hence to the degree to which an 
individual has intrusive images.
Whilst post-traumatic images are usually closely related to the trauma, they are not 
always identical to it (Hackmann, 1998). Indeed, some intrusive images may not be 
veridical memories but include material from other traumas (Hackmann, 1998). 
Hackmann (1998) describes the example of a policeman who was called to the scene of a 
murder, and then subsequently experienced images of the murder although he had not 
been there to witness it. During therapy it transpired that his images of the murder 
seemed to be reconstructed from his earlier memories of another incident in which he 
had witnessed his father hitting his mother repeatedly on the neck. Hackmann argues 
that the inclusion of material from other traumas in imagery is not an uncommon 
phenomenon. Post-traumatic images may also be imaginative, for example, a survivor 
of child sexual abuse imagining killing the perpetrator. Images which stray away from 
the actual trauma are particularly apparent in traumatic nightmares.
Friedman (1996) has noted that patients with PTSD can continue to experience intrusive 
recollections of the trauma for months and even years after the event occurred. Indeed, 
- Schnurr (1992) found that post-traumatic intrusions had been persistent for over 50 
years in a group of war veterans. Moreover, intrusions appear to be more persistent 
than other PTSD symptoms (Ehlers & Steil, 1995). Hackmann (in preparation) has
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observed that post-traumatic recollections can be triggered both by both external cues, 
i.e. environmental reminders of the event, and by internal cues, i.e. emotional states 
similar to those experienced at the time of the traumatic event.
4.2 The Distress associated with Images in PTSD
Post-traumatic images are often accompanied by intense affect and high levels of 
physiological arousal (Brewin, Dagleish, & Joseph, 1996; Peterson et al., 1991). 
Consequently, they are frequently experienced as uncomfortable and distressing. In 
studies of adult survivors of child sexual abuse and of individuals who had been 
involved in road traffic accidents, Ehlers and colleagues (cited in Ehlers & Steil 1995) 
found that visual recollections were rated as more distressing than somatory, auditory, 
olfactory and verbal recollections. Although distress is commonly associated with 
intrusive recollections, it is important to note that this is not universal. Indeed, Shalev, 
Schreiber, and Galai (1993) observed that, although all survivors of a terrorist attack 
experienced trauma related intrusions, there were individual differences in the degree of 
distress and arousal associated with these intrusions. Ehlers and Steil (1995) noted 
similar findings in their research of individuals who had been involved in road traffic 
accidents. These findings highlight the importance of distinguishing between the 
frequency of intrusions and the distress caused by them (Ehlers & Steil, 1995). As 
suggested by Ehlers and Steil (1995) in relation to intrusions generally, the variability in 
distress caused by intrusive images may be due to cognitive factors such as the meaning 
an individual attributes to either the content of an image (or images) or to having these 
images. For example, images of being helpless may be particularly distressing for an 
individual who previously perceived him/herself as a "strong" person. Indeed, McCann 
and Pearlman (1990) suggest that an image is more likely to cause distress if its meaning 
is incongruent with an individual's existing schema. In addition, negative appraisals of 
having intrusions, for example, that they are indicative of madness, are also likely to be 
associated with higher levels of distress (Dunmore et al., in press). The variability in 
distress associated with intrusions may account, at least in part, for why these intrusions 
only persist to form PTSD in a small number of people despite being common in most 
individuals following trauma (see section 1.6 for further discussion).
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The high levels of discomfort and distress which tend to be associated with post- 
traumatic images frequently result in individuals with PTSD trying to avoid these 
images, either by avoidance of the environmental cues which might trigger them or by 
cognitive forms of avoidance such as suppression or numbing of emotional affect. 
Indeed, PTSD is typically characterised by an oscillation between re-experiencing 
phenomena such as intrusive images and the avoidance of these intrusions (Brewin et 
al., 1996). The role of control strategies such as avoidance in maintaining intrusive 
images and PTSD will be discussed further later (see section 5.6). First, theoretical 
accounts of intrusive imagery and PTSD will be addressed.
5 Theoretical Accounts of Intrusive Imagery and PTSD
PTSD has been conceptualised within a number of psychological paradigms including 
psychodynamic, learning theory and cognitive (Brewin et al., 1996). In terms of 
intrusive imagery and PTSD these theories need to address why intrusive imagery 
commonly follows trauma and how intrusive imagery relates to the development and 
maintenance of PTSD, these questions therefore forming the focus of the proceeding 
discussion.
5.1 Psvchodvnamic2
Within psychodynamic theories post-traumatic images are viewed as being the result of, 
and driven by, an individual's need to master (e.g. Freud, 1920, cited in Brett & Ostroff, 
1985) or make sense of the traumatic experience (e.g. Lifton, 1976, cited in Brett & 
Ostroff, 1985). The painful affect that these images frequently elicit is considered to lead 
to defensive or coping reactions such as repression (e.g. Freud) or psychic numbing (e.g. 
Lifton) in order to prevent the individual from becoming overwhelmed. Attempts to 
master or make sense of the trauma oscillate with these defensive reactions until 
resolution is achieved. Psychodynamic theories clearly account for the presence of 
intrusive imagery following trauma and its potential role in the resolution of this 
trauma. They do not, however, appear to offer a comprehensive explanation regarding
2A more detailed discussion of psychodynamic accounts of imagery and PTSD can be 
found in Brett and Ostroffs (1985) review article. Imagery and PTSD: An Overview.
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what might prevent such resolution and, hence, what might lead to the persistence of 
post-traumatic intrusive imagery and how imagery might therefore contribute to the 
development or maintenance of PTSD. Indeed, these theories have tended to be 
descriptive rather than explanatory with regards to the relationship between intrusive 
imagery and PTSD (Brett & Ostroff, 1985).
5.2 Learning Theory
Based on Mowrer's (1960, cited in Foa, Steketee & Rothbaum, 1989) two-factor theory, 
learning theory accounts of PTSD propose that stimuli present during the trauma, which 
were previously neutral, acquire anxiety evoking properties via classical conditioning 
and that avoidance behaviours are established through a process of instrumental 
learning (Foa et al., 1989). Stimuli not present during the trauma which develop anxiety 
evoking properties are considered to do so due to either stimulus generalisation or 
higher order conditioning (Foa et al., 1989). With regards to the re-experiencing 
symptoms, Keane, Zimmerling and Caddell (1985, cited in Foa et al., 1989) have 
suggested that these develop as a result of a high degree of generalisation which makes 
their avoidance impossible due to the extensive number of triggering stimuli this 
generalisation creates. Whilst this provides a plausible explanation regarding the 
persistence of intrusive images and flashbacks, which may relate to the maintenance of 
PTSD, it does not adequately explain the initial development of imagery following 
trauma nor its role in the development of PTSD. Moreover, it does not adequately 
account for the occurrence of nightmares given that these will not generally occur in 
response to triggering stimuli with the possible exception of internal triggers such as 
emotional states (Foa et al., 1989) As Freedy and Donkervoet (1995) highlight, 
understanding the role of re-experiencing symptoms in PTSD, and by implication 
intrusive imagery, requires a theoretical model that extends beyond the principles of 
classical and instrumental learning.
5.3 Cognitive
The concept of emotional processing, in which new information (in this case relating to 
the traumatic event) is integrated into an individual's existing schemata, is central to 
cognitive theories of PTSD, post-traumatic reactions being conceptualised as developing
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due to either unsuccessful or incomplete emotional processing (Brewin et al., 1996). As 
Janoff-Bulman (1989) has highlighted, arguing that trauma challenges basic assumptions 
that people hold about the world3, traumatic information frequently conflicts with an 
individual's existing schemata and is therefore often difficult to integrate. Given that it 
is generally accepted that re-experiencing occurs during emotional processing, not only 
is re-experiencing to be expected in all individuals for a certain period following trauma 
but also to persist if emotional processing is unsuccessful or incomplete (Ehlers & Steil,
1995).
Horowitz's (1986) theory of PTSD was the first to focus on the role of intrusions, and 
therefore imagery, in PTSD. Horowitz proposed that all individuals have a 
psychological need, which he called the "completion tendency", for new information to 
be integrated into existing schemata and argued that it is this which provides the main 
impetus for emotional processing. If difficulties are experienced reconciling traumatic 
information with existing schemata control strategies such as avoidance or numbing are 
operationalisation in order to prevent the individual from becoming overwhelmed by a 
potential information overload. However, the completion tendency maintains trauma- 
related information in active memory, causing it break through these defences and 
intrude into consciousness. Traumatic intrusions oscillate with control strategies until 
successful integration/  emotional processing has been achieved. However, excessive 
use of control strategies will result in the inhibition of emotional processing; the trauma 
remains in active memory and intrusions continue to occur (Ehlers & Steil, 1995).
Re-experiencing phenomena, and hence imagery, clearly have a central place within 
Horowitz's theory. Not only does the theory elucidate why intrusions follow trauma, it 
also offers an explanation regarding why these intrusions might persist thereby 
implying that they may have a role in the development and, also, maintenance, of PTSD. 
However, whilst Horowitz proposed a mechanism by which successful integration is 
prevented, namely excessive control, this explanation appears to be insufficient as it 
does not account for why some individuals engage in excessive control and others do
3Janoff-Buhnan (1989) proposes that basic assumptions people hold about the world 
include a perception of the world as benevolent, as meaningful and a view of the self as worthy.
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no t One hypothesis is that the meaning of an intrusion will influence the degree to 
which an individual engages in control. For example, an individual is more likely to 
engage in efforts to control intrusions if they interpret them to be a sign that they are 
going crazy. Moreover, the theory does not explain what form the intrusions take and, 
hence, whether the role of visual intrusions differs to that of other forms of intrusion.
Drawing on Lang's (1979, cited in Jaycox & Foa, 1996) bioinformational theory of 
emotion4 Foa and colleagues (Foa & Kozak, 1986; Foa & Riggs 1993; Jaycox & Foa, 1996) 
have outlined a cognitive theory of PTSD which focuses on the formation of a fear 
network in long term memory (Brewin et al., 1996). This theory proposes that post- 
traumatic intrusions occur when triggering stimuli, such as reminders of the trauma, 
activate the fear network with attempts to avoid or suppress activation, and hence 
intrusions, leading to the cluster of avoidance symptoms that characterise PTSD (Brewin 
et al., 1996). Foa and colleagues argue that post-traumatic reactions develop due to 
inadequate activation of the fear network and/or due to the unavailability of 
information incompatible with this network, both of these being considered necessary 
for the successful integration of traumatic material. Moreover, they suggest mechanisms 
to account for unsuccessful integration. These include avoidance behaviours as they 
prevent sufficiently long activation of the fear network, fragmented and disorganised 
memories as these prevent sufficiently extensive activation of the fear network and 
excessively high levels of arousal given that these are likely to impede information 
processing (Ehlers & Steil, 1995).
Not only does the theory proposed by Foa and colleagues clearly account for why re- 
experiencing symptoms, and hence imagery, commonly follow trauma it also offers an 
explanation as to why these intrusions might persist suggesting that they may 
conceivably play a role in the development and maintenance of PTSD. Similar to 
Horowitz's theory, the form of the re-experiencing symptoms and whether or not this
4Lang's (1979, cited in Jaycox & Foa, 1996) bioinformational theory of emotion
conceptualises fear as a "cognitive structure that serves as a program for escaping danger" (Jaycox
& Foa, 1996, p.13) which is represented as a network in memory. This network incorporates 
information about trauma stimuli, responses to the trauma and the meaning of the trauma and 
subsequent responses (Ehlers & Steil, 1995).
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affects, or is relevant, to emotional processing is not addressed. However, in contrast to 
Horowitz, Foa and colleagues provide a more comprehensive account regarding why 
integration might be prevented and imagery therefore persist
Brewin (1989) has proposed a cognitive theory of PTSD which assumes that trauma 
results in two types of memory; "verbally accessible memories" (VAMs) which are 
considered to contain an individual's conscious experience of the trauma and 
"situationally accessible memories" (SAMs) which are considered to contain information 
that can only be accessed when aspects of the original trauma cue their activation. 
Intrusions, including imagery, are regarded as being the result of activation SAMs. 
Brewin suggests that, to be successful, emotional processing needs to proceed on both 
VAMs and SAMs, the former involving the integration of verbally accessible 
information with existing schemata (cf. Horowitz) and the latter involving integration of 
new non threatening information (cf. Foa et al.). Post-traumatic stress reactions are 
considered to develop when emotional processing of either VAMs, SAMs or both is 
unsuccessful, due for example, to the discrepancy between trauma-related information 
and existing schemata being too great or to sustained efforts to avoid re-activation of 
material stored in either VAMs and SAMs. Whilst discrepancy leads to chronic 
processing and ongoing intrusions, avoidance will result in processing being inhibited 
with a resulting absence of intrusions although SAMs should still be accessible, and 
intrusions still occur, if for example, the individual encounters a situation similar to the 
original trauma. Brewin's theory clearly explains the presence of imagery following 
trauma and how it might persist. However, given that it views imagery as being a 
consequence of emotional processing and more specifically activation of SAMs, it does 
not appear to consider how imagery itself might play a role in either the development or 
maintenance of PTSD.
Cognitive theories of PTSD suggest that intrusions, and hence imagery, are a medium 
through which post-traumatic stress is both perpetuated and resolution potentially 
achieved, implying that re-experiencing symptoms may be fundamental to emotional 
processing. However, the theories do not make this explicit nor do they explain how 
these re-experiencing symptoms might be involved in achieving emotional processing. 
One hypothesis is that intrusions encourage an individual to contemplate or talk about 
the trauma resulting in the individual either habituating to, or realising that they can
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cope with the emotions that accompany these intrusions, both of which may facilitate 
emotional processing. Alternatively, intrusions may prompt the individual to seek new 
information enabling them to reinterpret their traumatic experience thereby facilitating 
its integration into their existing schemata. In addition, cognitive theories do not make it 
clear whether visual imagery has a special role in emotional processing or whether any 
form of recollection (i.e. verbal, auditory) will do. However, Borkovec and Inz's (1990) 
hypothesis that worry (i.e. verbal intrusions) represents motivated avoidance of imagery 
suggests that the function of visual and verbal intrusions is likely to differ. Moreover, 
Ehlers & Steil (1995) suggest that the predominance of visual images in PTSD may be an 
important difference between PTSD and other anxiety disorders with frequent 
intrusions such as Generalised Anxiety Disorder in which intrusions are predominantly 
verbal.
With the exception of learning theory, the theories of PTSD discussed above all offer a 
perspective on why individuals commonly experience intrusive images following 
trauma although cognitive theories provide the most comprehensive accounts regarding 
the relationship between intrusive imagery and PTSD. Indeed, cognitive theories 
suggest how imagery might contribute to the development and maintenance of PTSD 
although their explanations of this are not fully comprehensive. Once PTSD has 
developed, understanding what maintains the disorder is most crucial to developing 
effective treatment strategies and forms the focus of the remainder of this review.
6 The Role of Imagery in the Maintenance of PTSD
Prospective studies have found that the experience of intrusive recollections 
immediately following trauma is often not a good predictor of persistent PTSD (Ehlers & 
Steil, 1995), consistent with cognitive theories which view intrusions as being a part of 
normal adaptation. However, for individuals with chronic PTSD, post-traumatic 
intrusions have been found to be the most persistent of PTSD symptomatology (Ehlers & 
Steil, 1995). Moreover, studies indicate that when measured several months after the 
traumatic event intrusions are predictive of PTSD (Ehlers & Steil, 1995). Together these 
findings suggest that intrusions may play an important role in the maintenance of PTSD 
but that they may be less important with regards to its development.
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A general theme running though all theoretical accounts of PTSD is that the negative 
affect associated with post-traumatic intrusions motivates individuals to adopt thought 
control strategies, such as avoidance, in an attempt to reduce the negative affect which 
accompanies them. However, studies indicate that avoidance may have a paradoxical 
effect increasing the frequency of these intrusions. Indeed, studies by Wegner, 
Schneider, Carter and White (1987, cited in Trinder & Salkovskis, 1994), and Clark, Ball 
and Pape (1991) found that asking participants not to think about an image of a white 
polar bear or story about green rabbits respectively resulted in an increase in related 
intrusions. Although these studies used stimuli likely to produce visual imagery it is 
unclear whether participants experienced an increase in visual intrusions, verbal 
intrusions or both as the form (i.e. visual versus verbal) of the intrusions was not 
assessed. Both studies demonstrated a delayed increase in intrusion frequency or a 
"rebound effect". However, other studies examining the effect of suppression on 
intrusion frequency have demonstrated an immediate increase, or "enhancement effect" 
(e.g. Lavy & van den Hout, 1990; Merckelbach, Muris, van den Hout and de Jong, 1991). 
Methodological differences may account for why some studies demonstrated a rebound 
effect and others an enhancement effect (Trinder & Salkovskis, 1994). Most significantly 
these studies vary with regards to the procedures used to assess intrusion frequency; for 
example, some studies used a thought counting procedure whilst others asked 
participants to verbalise their streams of consciousness (Salkovskis & Kirk, 1997). 
Moreover, the relevance of the above studies to PTSD is diminished by the fact that the 
target thoughts used were generally emotionally neutral and not personally relevant 
(McNally & Ricciardi, 1996). However, studies by Davies and Clark (1977) and Trinder 
and Salkovskis (1994) examining the effect of suppression on analogue traumatic 
intrusions and personally relevant intrusions respectively similarly found that 
suppression resulted in an increase in intrusion frequency. Both studies demonstrated 
an immediate enhancement effect which Trinder and Salkovskis (1994) suggested is a 
more ecological explanation of what may be happening "naturally" than the rebound 
effect, arguing that suppression is more likely to be a continuous rather than cyclical 
process. Together the results of these studies indicate that far from increasing the 
controllability of, and successfully suppressing intrusions, thought control strategies 
such as avoidance increase their frequency thereby implicating such control strategies in 
the maintenance of traumatic imagery, and hence PTSD. Moreover, Bryant and Harvey 
(1998) found that survivors of road traffic accidents with acute stress disorder (ASD) 
reported higher ratings of anxiety, frequency of intrusions and attempted suppression of
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these thoughts compared to those survivors who did not have ASD. Suppression 
instructions resulted in a delayed as opposed to immediate increase in trauma-related 
thoughts.
With the exception of Bryant and Harvey's (1998) study there has generally been little 
investigation of the cognitive strategies employed by traumatised populations to 
manage their thoughts (Warda and Bryant 1998). However, Warda and Bryant (1998) 
examined the relationship between intrusion frequency in road traffic accident survivors 
and five thought control strategies identified by Well and Davies (1994) in a study 
comparing patients with anxiety disorders (Generalised anxiety, and obsessive 
compulsive disorder). The five strategies included distraction, social control, 
punishment, reappraisal and worry. Warda and Bryant (1998) found positive and 
significant correlations between both worry and punishment and intrusion frequency. 
Interestingly, social control was found to be inversely related to intrusion frequency. It 
is, however, important to note that causality can not be inferred from correlations.
Studies examining the effect of thought control on intrusion frequency have generally 
focused on the avoidance of high arousal and unpleasant emotional states associated 
with these intrusions. However, Ehlers and Steil (1995) have suggested that, in addition 
to looking at the implication of high arousal, the idiosyncratic meaning of intrusive 
recollections should be addressed. They hypothesise that individuals for whom 
traumatic intrusions have a negative meaning will experience more distress and 
therefore be more likely to engage in strategies to control these intrusions than those 
individuals who view the intrusions as a normal part of recovery. Such negative 
interpretations are considered to lead to a sense of ongoing threat and a loss of positive 
perspective for the future (Ehlers & Steil, 1995). In a study of individuals involved in 
road accidents Ehlers & Steil (in preparation, cited in Ehlers & Steil, 1995) found that 
catastrophic interpretations of post-traumatic intrusions played a role in explaining 
recollection-related distress, behavioural and cognitive avoidance and PTSD severity 
thereby providing support for their suggestion that the meaning of intrusions should be 
examined. In addition, Ehlers and Steil (1995) suggest that strategies used to control 
post-traumatic intrusions will prevent the meaning of the trauma and intrusions from 
being challenged, resulting in the maintenance of the intrusions and potentially also to 
the maintenance of PTSD in contrast to the more common idea that is habituation which
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is crucial to reducing the frequency of post-traumatic imagery and hence to the eventual 
resolution of the trauma experienced.
7 Conclusion
Theoretical accounts of, and empirical evidence relating to imagery and PTSD indicate 
that post-traumatic imagery is not only a key feature of PTSD but that it also appears to 
play a crucial role in both the maintenance and, to a lesser extent, development of PTSD. 
Studies examining the phenomenology of post-traumatic imagery appear to concur that 
these images tend to be fragmented and disorganised and that they are extremely 
intrusive and persistent in nature. Moreover, they are frequently distressing although it 
is important to note that the level of distress associated with traumatic images varies 
from individual to individual, this variation possibly being determined by an 
individual's appraisal of the meaning of either the content of the image or of having the 
image. Whilst it might be anticipated that the frequency of imagery would be the critical 
factor with regards to the role of imagery in the maintenance and development of PTSD, 
it appears that it may be the meaning rather than the frequency which is critical. These 
findings emphasise the important of assessing the frequency, interpretation and distress 
caused by post-traumatic images separately, current assessment scales measuring only 
the frequency of post-traumatic intrusions (Ehlers & Steil, 1995). Moreover, given that 
the interpretation of post-traumatic images relates to their maintenance and hence 
potentially to the maintenance of PTSD this suggests that cognitive restructuring of 
individuals negative interpretations of their intrusive images may not only potentially 
reduce the level distress associated with these images and hence possibly their 
persistence but also may reduce the persistence of PTSD, thereby potentially 
contributing to the resolution of the trauma experienced. Moreover, as Ehlers and Steil
(1995) have suggested it might be hypothesised that the predominance of visual images 
in PTSD might have implications for treatment, direct restructuring of these visual 
images potentially being an important aspect of treatment.
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SMALL SCALE RESEARCH PROECT
THE EFFECTS OF PEER INFLUENCE ON LEVELS OF SELF-MANAGEMENT, GLYCAEMIC 
CONTROL AND WELL BEING IN ADOLESCENTS WITH INSULIN DEPENDENT 
DIABETES MELLHUS: A PRELIMINARY STUDY
(Incorporating research on placement)
Research Chapter: Small Scale Research Project
Introduction to Small-Scale Research Project (incorporating research on
placement)
The small-scale research project, which incorporates research on placement, was carried 
out during the children, adolescents and families core placement. The research was 
undertaken shortly after the clinical psychology service had started to provide input to a 
tertiary level medical clinic which specialised in the medical care of young people (aged 
10 -18 years) suffering from diabetes mellitus. Fortune, Richards, Main, O'Sullivan and 
Griffiths (1998) have suggested that the development of clinical psychology services to 
tertiary medical clinics is an area of significant potential for clinical psychology. 
Moreover, they propose that psychology involvement might go some way to addressing 
the need for a more patient centred and holistic approach to care, which is sometimes 
neglected within medical settings.
Diabetes is a chronic and currently incurable medical condition, which requires a 
complex treatment regime of insulin injections, the monitoring of blood glucose, diet and 
exercise, all of which must be managed by the patient on a daily basis. The daily self­
management of diabetes is clearly demanding but necessary to prevent the potential for 
long term complications. Based on discussions with adolescents attending the diabetic 
clinic, a number of health professionals working within the clinic were concerned with 
the degree to which peer influence might impact on the adolescents' day to day 
management of their diabetes and whether there was a need to address this within the 
clinic setting. Consequently, the primary aim of this study was to evaluate the extent to 
which peer influence might affect adolescents' levels of self-management.
As Davies and Anderson (1999) have highlighted, part of the initial process in 
developing clinical psychology services within a medical setting involves identifying 
and communicating the unique contribution clinical psychology can make. Indeed, 
Evans and Daveridge (1990) found a fairy high level of ignorance about the role of a 
clinical psychologist in their study examining medical health professionals' perceptions 
of clinical psychology. Consequently, a secondary aim of conducting this study was to 
demonstrate that the role of a clinical psychologist is multi-faceted. It was anticipated 
that the process of carrying out the study would highlight the potential role of clinical 
psychology in research.
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1. Abstract
A modified version of the Diabetes Social Support Interview was used to ask 16 
adolescents with insulin dependent diabetes mellitus, aged between 12 and 19 years, 
how their friends were both supportive and tmsupportive with regards to the 
management of their diabetes. The results supported the need to consider negative as 
well as positive aspects of friend and peer influence. The adolescents' responses 
indicated that they considered their friends to be a major source of emotional support, 
but also to be a major barrier to maintaining a meal plan. Analysis found no significant 
associations between social support and the outcome measures of self-management, 
glycaemic control and well being - assessed by the Self Care Adherence Interview, assays 
of glycosylated haemoglobin (HbAlC) and the Well Being Scale respectively. However, 
two patterns emerged. Firstly, those adolescents reporting higher levels of overall 
support were also more likely to report higher levels of self-management The fact that 
this pattern related only to the overall support score, and not to the separate scores for 
supportive and unsupportive behaviours, appeared to confirm the need to look at both 
positive and negative peer influence together, and not in isolation. Secondly, 
adolescents reporting both higher levels of unsupportive behaviours and lower levels of 
supportive behaviours were also more likely to report a poorer level of well being. The 
possible reasons for this are discussed. Although two additional patterns emerged 
which suggested that adolescents with higher levels of self-management were also more 
likely to have higher levels of glycaemic control, and secondly that adolescents with 
higher levels of well being are more likely to report higher levels of self-management, no 
significant associations were found. In view of the pattern of results emerging and fact 
this was a preliminary study with only limited power to detect significant associations 
due to the small sample further investigation is recommended. Potential directions for 
future research, in light of findings from this study, are discussed.
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2. Introduction
Insulin dependent diabetes mellitus (IDDM) is the third most common chronic condition 
in young people after asthma and cerebral palsy (BDA: British Diabetic Association 1995) 
affecting 1.22 per thousand of those under 20 years in the United Kingdom (Neil, 
Gatling, Mather, Thompson, Thorogood, Fowler, Hill & Mann, 1987). It is a condition 
which is characterised by a deficiency in the production of insulin, a hormone necessary 
for glucose metabolism. Consequently, diabetes leads to chronically high blood glucose 
levels. As yet there is no cure for IDDM and without treatment it will result in coma and 
eventually death. Treatment involves a complex regime of insulin injections, the 
monitoring of blood glucose levels, diet and exercise. The aim is to keep blood glucose 
levels within as normal range as possible to eliminate symptoms and prevent long term 
complications (Kaplan, 1985; Burroughs, Pontious & Santiago, 1993).
The long term complications associated with IDDM include heart disease, both cerebral- 
and peripheral- vascular disease, neuropathy, renal disease and retinopathy1 (BDA, 1995; 
Watkins, Drury & Howell, 1996). In addition to reducing life expectancy, these factors 
are likely to lead to a poorer quality of life. Although these complications are rarely, if 
ever, seen in childhood, there is now evidence for the subclinical existence of 
microvascular complications - the precursor to neuropathy, renal disease and 
retinopathy (Shield & Baum, 1993). Following the publication of the Diabetes Control 
and Complications Trial (DCCT: 1994) which evaluated the role of effective and 
intensive diabetes management in preventing complications, it is now widely accepted 
that complications in IDDM are related to high blood sugar levels and therefore to 
poorer levels of self-management. However, it is important to note that glycaemic 
control (i.e. blood glucose levels) and self-management are not interchangeable. Indeed, 
although important, self-management is only one of many factors influencing glycaemic 
control (La Greca & Skyler, 1994).
1 Heart disease manifests as angina and myocardial infarction. Cerebral vascular disease affects 
the blood vessels in the brain leading to strokes whilst peripheral vascular disease affects the 
blood supply to the legs and may result in amputation. Neuropathy refers to degeneration of the 
nervous system which can also lead to amputations. Renal disease - or kidney failure - can result 
in the need for dialysis and even transplant Retinopathy refers to damage to the retina, which 
eventually causes blindness.
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Unfortunately, both glycaemic control and levels of self-management typically decline 
during adolescence (Johnson, Silverstein, Ronsenbloom, Cartey & Cunningham, 1986; 
Johnson, 1990; Weissberg-Benchell, Wirtz, Glasgow, Turek, Tyan & Ward, 1995). 
Moreover, Kovacs, Goldston, Obrosky and Iyengar (1992) found that when difficulties 
emerge during adolescence, they tend to be protracted. Research has identified a 
number of factors contributing to this decline of glycaemic control and self-management 
in adolescents with IDDM. These be divided into biological, psychological, individual 
and social factors although there is considerable overlap between these categories (see 
Hanson & Henggeler, 1984; Cox & Gonder-Frederick, 1992). La Greca, Auslander, Grefo, 
Spetter, Fisher and Santiago (1995) have suggested that the role of social factors in 
glycaemic control and levels of self-management in adolescents may be an especially 
promising avenue for further research. However, comparatively little attention has been 
devoted to this issue and most of the existing studies have focused on family support.
Several studies have found that having a cohesive, supportive family is associated with 
better levels of self-management and glycaemic control among adolescents with IDDM 
(Anderson, Miller, Auslander & Santiago, 1981; Hauser, Jacobson, Lavori, Wolfsdorf, 
Wertlieb & Stein, J, 1990; Hanson, DeGuire, Schinkel & Kolerman, 1995). Moreover, the 
Family Behaviour Checklist, which measures both supportive and nonsupportive 
specific self care behaviours, is predictive of levels of self-management (Hanson, 
Henlegger & Burghen, 1987) - whilst Schafer, Glasgow, McCaul and Dreher (1983) have 
found criticism and nagging on the part of parents to be associated with poorer levels of 
self-management In addition, studies by both Hanson and colleagues (1987,1989,1992) 
and La Greca et al. (1995) found that adolescents receiving diabetes specific support from 
their families had better levels of self-management than those adolescents without such 
support.
The role of non-family members such as peers and friends, however, has been largely 
neglected (Cox & Gonder-Frederick, 1995; Glasgow & Anderson, 1995; La Greca et al., 
1995). Although parent relationships are important, peer relationships take on 
increasing significance during adolescence. Adolescents begin to spend less time with 
their family and more time with their peer group, with peers taking on an increasing 
prominence as a source of social support (Savin-Williams & Bemdt, 1990; Burroughs et 
al., 1997). In addition, peers play a crucial role in both the psychological and social
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development of most adolescents influencing the development of identity, self worth 
and social skills (Conger, 1990). Moreover, there is evidence from a number of diabetes 
studies indicating that peers may play an important part in both the self-management 
and glycaemic control of adolescents with IDDM (Skinner, 1996).
A number of investigators have noted a relationship between social difficulties and poor 
glycaemic control in adolescents with IDDM (e.g. Lane, Stabler, Ross, Morris, Litton and 
Surwit, 1988) whilst an intervention designed to improve adolescents' social skills and 
ability to resist peer influence led to an improvement in metabolic control (Kaplan, 
Chadwick & Schimmer, 1985). Moreover, adolescents with IDDM report a large number 
of social barriers to daily management tasks, and particularly to diet and blood glucose 
testing (La Greca, 1992; Schlundt, Pichert, Rea, Puryear, Penha & Kline, 1994), providing 
further support for the influence of social context on self-management In addition, 
Meldman (1987) has reported that many adolescents with diabetes find it difficult to give 
themselves their insulin injections at social occasions as a result of worrying about 
appearing different.
As adolescents seek greater involvement with their peers, the social pressure to be like 
everyone else may interfere with daily management tasks such as injections or dietary 
regulation (La Greca and Skyler, 1994). Indeed, establishing the acceptance of a peer 
group is one of the most important developmental tasks of adolescence (Burroughs et al., 
1997). This may result in the adolescent with IDDM being more sensitive to feeling 
different. Indeed, Jacobson, Hauser, Poweres and Noam (1986) found that 55% of newly 
diagnosed children and adolescents with IDDM did not talk about their diabetes with 
their friends, whilst 33% reported thinking that their friends would like them better if 
they did not have diabetes.
More recently. La Greca et al. (1995) specifically examined the relationship between peer 
influence and self-management in adolescents with IDDM using a semi-structured 
interview, the Diabetes Social Support Interview (DSSI), to ask about ways in which 
family and friends provided support for different daily management tasks. Self­
management was assessed using the Self-Care Adherence Interview. Results indicated 
that support from peers, in addition to that from parents, was perceived by adolescents
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with IDDM to be important in helping them maintain high levels of self-management 
Peers were considered to be a major source of emotional support in addition to a source 
of companionship and tangible support by the adolescents. However, the study failed 
to find a statistically significant association between peer support and levels of self­
management.
Although La Greca et alsz (1995) primary goal was to explore aspects of adolescents 
support from family and friends, it is important to note that these relations can be 
unsupportive as well as supportive. Indeed, research concerning adolescent behaviours 
such as smoking have found that peers exert both positive and negative influences 
(Savin-Williams & Bemdt, 1990). La Greca et als' (1995) failure to consider negative 
aspects of peer influence may have contributed to the non-significant finding. An 
additional limitation of this study was the fact that only one health care variable, levels 
of self-management, was used. In their recent review of paediatric diabetes research, 
Glasgow and Anderson (1995) emphasised the need to use more than one measure of 
health status, and to include indices of mental health status such as well being.
Building on the work of La Greca et al. (1995), Skinner (1996) carried out a study 
examining the association between both positive and negative peer influence and 
glycaemic control. Peer influence was assessed using a modified version of the DSSI 
adapted to investigate unsupportive as well as supportive behaviours. Glycaemic control 
was assessed using assays of glycosylated haemoglobin (HbAic)2. The results of this 
study indicated that both positive and negative aspects of social support were perceived 
as being influential with regards to self-management by adolescents with IDDM, but 
failed to find a significant ssociation between overall peer support and glycaemic 
control. However, Skinner's (1996) use of glycaemic control as an outcome measure may 
have contributed to the non-significant finding. Self-management may have been a 
more appropriate outcome measure given that this is behavioural and therefore more 
likely to be directly affected by external influences such as peer support. Moreover, the 
DSSI questions are concerned with various aspects of diabetes daily management. In 
addition, since glycaemic control is a physiological measure, the relationship between
2 Assays of glycosylated haemoglobin provide a reliable estimate of average glycaemic control 
over the past 2-3 months (Burroughs et al 1993).
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this and social support may not be a direct one. The use of only one health care variable 
was an additional limitation of this study.
Skinner (1996) was also concerned with developing a way to both describe and 
categorise unsupportive behaviours for use with his modified version of the DSSI. A 
system for coding supportive behaviours has previously been developed by La Greca et 
al. (1995) for use with the original DSSI. Although Skinner (1996) proposed a system for 
coding tmsupportive behaviours, given the small sample on which this was based, 
further evaluation has been recommended (Skinner, 1997, personal communication).
The present study aimed to build on both La Greca's and Skinner's work - examining 
perceived peer influence using the modified version of the DSSI developed by Skinner
(1996) and associating this to levels of self-management and glycaemic control, assessed 
by using the SCAI and HbAic results respectively. Following Glasgow and Anderson's 
(1995) recommendation, an indice of mental health, well being, was also included. This 
was assessed using the Well Being questionnaire developed by Bradley (1994). In 
addition, the study was concerned with evaluating Skinner's (1996) proposed scheme for 
coding unsupportive behaviours for use with his modified version of the DSSI.
Consequently the goals of this study were as follows:
1. To examine associations between perceived social support and the "outcome" 
measures: self-management, glycaemic control and well being.
2. To evaluate the intercorrelations between levels of self-management and both 
glycaemic control and well being - and also between well being and glycaemic 
control.
3. To evaluate Skinner's (1996) proposed scheme for coding unsupportive 
behaviours for use with his modified version of the DSSI.
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3. Methodology
3.1 Participants
Participants were 16 adolescents with IDDM (6 girls; 10 boys) attending a paediatric 
diabetic clinic at St Peter's Hospital, Chertsey. The average age of the adolescents was 
14.09 years (SD = 1.22, range = 12.21 - 16.16) and the average duration of diabetes was 
41.66months (SD = 40.94,range = 2-138).
3.2 Procedure
Ethical approval was sought and gained from the North West Surrey Local Research 
Ethics Committee before commencing the study (copies of the correspondence and final 
approval letter can be found in Appendix 1).
All eligible adolescents who were seen for their diabetes care during a two-month period 
were invited to participate. Eligibility criteria for participation in the study were as 
follows: adolescents aged between 12 and 19 years. All eligible adolescents received a 
letter from the investigator (see Appendix 2 for copy of letter and consent form) prior to 
their clinic appointment inviting them to participate in a study evaluating how their 
friends might be both supportive and unsupportive with regards to their diabetes 
management. Each adolescent was then approached during their clinic visit by the clinic 
nurse and asked to participate. The interview was conducted at the conclusion of the 
clinic visit (62.5%) or scheduled for a later time with these participants (37.5%) being 
interviewed at their homes. 88.89 percent of the eligible adolescents approached agreed 
to participate; the most common reason given for refusal was not having enough time.
All participants were interviewed and completed a self-report questionnaire, all 
measures being administered by the investigator. The results of their blood tests taken 
routinely at clinic visits, which provided a measure of glycaemic control, were obtained 
from the consultant paediatrician. These results were obtained after all measures had 
been completed, the investigator therefore being uninformed of the adolescent's 
glycaemic control at the time of interview.
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3.3 Measures
3.3.2 Diabetes Social Support Interview (see Appendix 3)
The DSSI is a semi-structured interview developed by La Greca et al. (1991) to assess 
adolescents' reports of support received from family members and friends for their 
diabetes care. It is designed to obtain both qualitative and quantitative information. 
Since this study was only concerned with examining the influence of peer support, the 
section on family was not included.
The interview consists of five questions pertaining to support from friends. It proceeds 
by asking: "In what ways do your friends help you or provide support for" ... four 
diabetes self-management tasks including insulin injections, glucose testing, sticking to a 
meal plan or diet, and exercising regularly. The fifth question is concerned with 
diabetes-specific emotional support received from friends: "In what ways do your
friends help you to feel good about your diabetes?".
A modified version of the DSSI developed by Skinner (1996) was used to ask about 
unsupportive influences. This incorporates a second set of parallel questions which are 
identical to those in the original DSSI described above - with the exception that for the 
daily management tasks the words "helpful" and "supportive" are replaced by 
"unhelpful" and "tmsupportive". For the question about emotional support, the wording 
is changed from "feel good" to "feel bad, sad or awkward".
After each response the participants were asked to rate their friends' behaviours 
according to how often they occurred: less than twice a month (1), twice a month (2), 
once a week (3), several times a week (4), once a day or more (5). In addition they were 
asked to rate the degree to which they perceived the behaviour to be either supportive 
(for the first five questions) or unsupportive (for the second 5 questions): a little 
supportive/unsupportive (1/-1), supportive/unsupportive (2/-2), very supportive/very 
unsupportive (3 /-3).
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3.3.2 Quantitative Coding
A quantitative score was obtained for each response by multiplying the ratings of 
frequency by the degree to which the behaviour was perceived to be either supportive or 
unsupportive. Positive scores indicated supportive behaviours and negative scores 
unsupportive behaviours whilst the magnitude of the score reflected both the intensity 
and frequency of these behaviours. The positive and negative scores were summed 
separately to provide measures of supportive and unsupportive behaviours respectively.
A score of total support was also calculated by subtracting the score for unsupportive 
behaviours from the score for supportive behaviours.
3.3.3 Qualitative Coding
The type of supportive behaviours described were classified into four broad categories as 
proposed by La Greca et al. (1995). These four general support categories include the 
following:
• Tangible or instrumental support - i.e. providing services or resources necessary 
for diabetes management.
• Informational support - i.e. giving advice or information.
• C om panionship/belonging/m utuality - i.e. behaviours that reflect shared 
activities, or accomm odating one's activities to another's needs.
• Emotional support - i.e. behaviours that help the person to feel good; that are 
esteem enhancing.
The exact agreement between two raters obtained for this study for these four general 
support categories was 88%.
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Data from both the present study and from Skinner's (1996) study were used to evaluate 
Skinner's (1996) proposed system for coding the unsupportive behaviours which 
includes four broad categories reflecting the converse of the supportive behaviour 
categories:
• Tangible obstruction - i.e. preventing, withholding or making it for diabetes 
management tasks to be carried out.
• Lack of information or understanding - i.e. not understanding, or listening to 
what the diabetic says.
• Companionship withdrawal - i.e. not participating with the diabetic; withdrawal 
from the person.
• Emotionally unsupportive - i.e. behaviours that make the person awkward, sad 
or uncomfortable; that are esteem depreciating.
The coding was carried out by two raters, the researcher and a colleague who was blind 
to the researcher's codings. The results of this are presented in the results section. 
Differences in coding were resolved by discussion and subsequent agreement
Preliminary support for the concurrent and discriminant validity of the DSSI and its 
scoring has been reported; La Greca et al. (1995) found that data obtained from the 
interview measure demonstrated predictable relationships with other measures of social 
support and with demographic and health-care variables.
3.3.4 Self Care Adherence Interview (see Appendix 3)
The SCAI is a structured interview developed by Hanson et al. (1987,1989) to evaluate 
self care in adolescents with IDDM and covers a number of behaviours judged to be 
important areas of self care by paediatric diabetologists (Hauser et al., 1990). The 
interview contains a total of 18 items covering the four main aspects of diabetes 
management insulin administration/ adjustment (3 items), glucose testing (3 items), 
meals (6 items) and treating hypoglycaemia (3 items). The items are scored on 2-point to 
5-point scales. Scores were calculated for each of the four areas - or factors - by summing
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the items relevant to the factor in question. The total score reflects a summation of these 
item scores. Scores range from 0 -4 1  with higher scores indicating higher levels of self 
care behaviours.
Hanson et al. (1996) have provided data on the reliability and validity of this measure. 
They reported the three-month, six-month and one-year test-retest reliability to be 0.70 
and 0.70 and 0.71 respectively. In terms of validity, both the overall self-care interview 
score and the factor scores from the interview relate significantly to glycaemic control in 
different samples of adolescents and across different geographic locations (rs ranged 
from -0.20 to -0.38).
3.3.5 Glycosylated Haemoglobin (HbAhc)
Glycosylated haemoglobin indicates a person's average blood sugar level for the 2 - 3  
previous months and was used to provide an indicator of glycaemic control. It has been 
shown to be both reliable and valid (Glasgow et al., 1987) and is currently considered to 
be the best available index of glycaemic control (Burroughs et al., 1993).
3.3.6 The Well Being Questionnaire (see Appendix 3)
The Well-being Questionnaire (Bradley, 1994) was used to assess well being. Although 
this questionnaire was originally developed for use with adults with IDDM it has also 
been used with adolescents. It consists of 22-items and includes sub-scales measuring 
Depression, Anxiety, Energy, and Positive Well Being. The scales are designed for 
patient self completion, are relatively quick to complete and can be scored to provide a 
total score of General Well Being in addition to sub-scale scores of Depression, Anxiety, 
Energy and Positive Well Being.
Respondents are required to indicate how much various statements, e.g. "I feel than I am 
useful and needed", have applied to them over the past few weeks. Each item is scored 
on a 0 to 3 Lickert scale where 0 indicates that the respondent felt that the item had 
applied to them "not at all" over the past few weeks while 3 indicates that it applied "all 
the time". Scores of 1 and 2 indicate points between the two extremes.
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The Well Being Questionnaire is particularly suited to evaluating well being in 
individuals with chronic illnesses because it does not contain items relating to somatic 
symptoms which might confound the results, the somatic symptoms of diabetes being 
similar to those of depression and anxiety. Another advantage offered by this 
questionnaire is that it measures positive aspects of well being as well as negative states 
of anxiety and depression.
The Cronbach's alpha coefficient obtained for the Well Being Scale was 0.86, indicating 
satisfactory internal consistency. In addition, Bradley (1994) has reported both the face 
validity and construct validity of the questionnaire to be satisfactory.
3.4 Statistical Analysis
Non parametric tests were used to analyse the data from this study given that the data 
was ordinal. In addition, the variables did not meet the assumptions of normality, the 
sample size being small. Consequently, Spearman rank-order correlations were used to 
evaluate the degree of association between peer support and: (i) levels of self 
management; (ii) glycaemic control; and (iii) well being.
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4. Results
4.1 Preliminary Analyses
The data from the DSSI were correlated with the demographic variables of age, and 
duration of diabetes. These results are presented in Table I. No significant associations 
were found between the interview data and either age or duration of diabetes.
Table I: Correlations Between DSSI and Demographic Variables
Correlations with DSSI
Demographic Supportive Upsupportive Overall Support
Variables Behaviours Behaviours
Age 0.36 0.08 0.27
Duration of diabetes -0.06 0.11 0.09
p < 0.10
Comparisons of male and female DSSI ratings were calculated using Mann Whitney 
tests. No difference between male and female ratings of unsupportive behaviours was 
found (Z = 1.14 ; p > 0.13 ). However, the results indicated significant differences 
between male and female ratings of both supportive behaviours (Z = 2.28; p <0.01) and 
overall support (Z = 2.06; p < 0.02). Consequently all further analyses involving DSSI 
ratings reported include results controlling for gender.
4.2 Descriptive Statistics
Adolescent's ratings of their responses to the DSSI questions are summarised in Table II 
see overleaf). These ratings were obtained by multiplying the adolescents' rating of 
frequency and support for each interview response, and summing the resulting numbers 
for each of the five diabetes task/question separately. Total scores for supportive 
behaviours and for unsupportive behaviour were calculated by summing all the 
supportive behaviours and all the unsupportive behaviours respectively (the total of
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unsupportive scores for each participant was subtracted from the total of supportive 
scores to provide a measure of overall support).
Looking across the table, the largest mean score for ratings of supportive behaviours was 
obtained for responses to the DSSI question relating to "feeling good about diabetes". For 
unsupportive behaviours, the largest mean score related to responses to the DSSI 
question concerning maintaining a meal plan. These results are reflected in the means of 
the ratings for overall support scores, "feeling good about diabetes" having the largest 
mean score and maintaining a meal plan the lowest mean score. The smallest mean 
score for ratings of both supportive and unsupportive behaviours was obtained for the 
DSSI question relating to insulin administration. Participants frequently commented 
that this question was not applicable since their injections were usually scheduled 
outside school hours and therefore rarely given in front of their friends. This pattern of 
results was consistent for both boys and girls in addition to the total sample. The mean 
scores of the supportive ratings for the total sample were comparable to those found by 
La Greca et al. (1995) in terms of the order of size of the means.
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Table II: Means (+/- SD) for Diabetes Social Support Interview (DSSI) by Diabetes Task
Support Scores
Diabetes regimen Supportive Unsupportive Overall Support
task/ question Behaviours Behaviours
Boys Boys Boys
Girls Girls Girls
Total Total Total
Insulin 1.33 (3.47) -0.90 (2.85) 0.40 (4.77)
administration 5.00 (4.90) -1.33 (3.27) 3.67 (5.01)
2.69 (4.3) -1.06 (2.91) 1.63 (4.97)
Blood glucose 2.50 (4.50) -0.90 (2.85) 1.60 (2.32)
testing 6.83 (7.17) -2.00 (2.28) 4.83 (8.23)
4.13 (5.83) -1.31 (2.63) 2.81 (5.33)
Maintaining a meal 3.30 (6.66) -5.30 (4.40) -2.00(7.62)
plan 6.50 (6.72) -6.93 (7.11) -0.33 (7.28)
4.50 (6.8) 5.88 (5.39) -1.38 (7.29)
Exercising regularly 3.60 (4.88) -1.00 (3.16) 2.60 (4.43)
7.17(4.83) -1.67 (1.86) 5.50 (3.83)
4.94 (5.03) -1.25 (2.70) 3.69 (4.33)
Feeling good about 6.20 (5.63) -2.20 (6.29) 4.00 (6.88)
diabetes 10.50 (10.25) -2.50 (4.81) 8.00 (10.53)
7.81 (7.66) -2.31 (5.61) 5.50 (8.33)
DSSI-total support 19.20 (17.82) -10.30 (13.09) 8.90 (16.29)
score 36.00 (11.17) -14.33 (8.52) 21.67(5.28)
25.50 (17.40) -11.81 (11.45) 13.69 (14.47)
Table III (overleaf) provides the means and standard deviations for the outcome 
measures included in this study - levels of self-management, glycaemic control and well 
being. The mean for levels of self-management was comparable to that obtained by La 
Greca et al. (1995) who reported that this reflected moderate levels of self-management. 
Glycaemic control was slightly poor, the diabetic clinic used in this study considering an 
HbAic score of less than 7 to be indicative of good glycaemic control. Reported well 
being appeared to be comparable with the results found in other studies, although it is 
important to note that these studies were concerned with adult respondents (Bradley, 
1994).
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Table III: Means and Standard Deviations for Levels of Self-management, Glycaemic 
Control and Well Being.
Measure M SD
Levels of slf-management 23.75 4.45
(SCAI Total)
Glycaemic control 9.09 2.46
(HbAic)
Well Being 44.94 7.78
4.3 Quantitative Analyses
4.3.1 Relations Between DSSI Scores and Levels of Self-management, Glycaemic Control and 
Well Being
Correlations were calculated to examine the association between the outcome measures 
of levels of self-management, glycaemic control and well being and the DSSI support 
scores for supportive, unsupportive and overall support. These correlations are 
presented in table IV. Although mean differences for gender were found (see above) 
correlations controlling for gender yielded almost identical results.
No significant associations were found. However, given that this was a preliminary 
study the following two patterns appeared to be worthy of note. Firstly, an adolescent 
reporting higher levels of overall perceived support was also likely to have better levels 
of self-management. Secondly, adolescents with higher levels of well being were more 
likely to report lower levels of supportive behaviours and higher levels of unsupportive 
behaviours.
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Table IV: Correlations of Levels of Self-management, Glycaemic Control and Well Being 
with DSSI Support Scores.
Correlations with DSSI 
(Partial correlations controlling for gender)
Measure Supportive Unsupportive Combined Score 
Behaviours Behaviours
Levels of self­ 0.17 0.08 0.27
management (SCAI Total) (0.10) (0.13) (0.23)
Glycaemic control -0.13 0.18 0.13
(HbAic) (-0.16) (0.25) (0.03)
Well Being -0.24 0.26 -0.08
(-0.10) (0.22) (0.07)
4.3.2 Relations Between Levels of Self-management and Glycaemic Control and Well Being
To examine the relationships between self-management and glycaemic control, between 
self-management and well being and between well being and glycaemic control, further 
correlations were computed. These are presented in Table V (overleaf).
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Table V: Correlations Between Levels of Self-management and Glycaemic Control and 
Well Being
Measure Levels of Self 
Management
(SCAI Total)
Glycaemic control 
(HbAic)
Well Being
Glycaemic control 
(HbAic)
-0.23 0.02
Well Being 0.23 0.23
Levels of self­
management (SCAI Total)
-0.23 0.23
The correlations were not significant. However, two patterns emerged suggesting that a 
person reporting higher levels of well being is also likely to be in better glycaemic control 
(i.e. have lower HbAlC results) and that a person with higher levels of well being is 
more likely to report higher levels of self-management.
4.4 Analyses Relating to Aims of the Study
4.4.2 Supportive Behaviours
The adolescents' responses were categorised according to four general support 
categories: tangible, informational, companionship/belonging or emotional (see La 
Greca et al., 1995). The percentage of responses falling into these categories are 
presented in Table VI. The responses are organised by the five diabetes tasks/questions 
and reported separately for boys and girls.
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Table VI: Percentage of Total Responses Reflecting Different Categories of Diabetes 
Related Supportive Behaviours
Diabetes ta sk / question Boys
Percentage o f total responses  
Girls Total
Insulin administration
Tangible 12.5 37.5 50
Inform ational 0 0 0
C om p anionsh ip /B elonging 0 25 25
Em otional 25 0 25
Blood Glucose Monitoring
Tangible 30 20 50
Inform ational 0 0 0
C om pan ionsh ip /B elon ging 0 10 10
Em otional 20 20 40
Following a Meal Plan
Tangible 30 30 60
Inform ational 0 0 0
C om panionship /  B elonging 10 20 30
Em otional 10 0 10
Exercising Regularly
Tangible 0 11.11 11.11
Inform ational 0 0 0
C om p anion sh ip /B elongin g 44.44 44.44 88.88
Em otional 0 0 0
"Feeling good about 
diabetes"
Tangible 0 0 0
Informational 0 0 0
C om panionship /  Belonging 0 6.25 6.25
Em otional 50 43.75 93.75
148
Research Chapter: Small Scale Research Project
The majority of responses given in relation to insulin administration, blood glucose 
monitoring and maintaining a meal plan were categorised as reflecting tangible support. 
These responses included reminding the adolescent to inject, monitor their blood glucose 
or not to eat foods they should avoid, in addition to carrying out the task (in the case of 
injections and blood glucose monitoring) for them if necessary. For exercising regularly 
the majority of responses fell into the companionship/belonging support category; the 
adolescents typically reported exercising with friends to be helpful. As might be 
expected, the majority of responses to the DSSI question concerning "feeling good about 
diabetes" were categorised as reflecting emotional support. These responses typically 
included the adolescent not being treated differently as a result of diabetes. The 
responses for the different diabetes tasks were consistent for both boys and girls for all 
except those relating to insulin administration. For this task, girls were more likely to 
report tangible support, and boys emotional support which included curiosity and 
admiration on the part of the their friends.
4.4.2 Unsupportive Behaviours
A  main goal of this study was to evaluate the system for coding unsupportive 
behaviours devised by Skinner (1996) using data from both this present study and from 
Skinner's (1996) study. The coding system had been used only once previously, with a 
sample of 27 adolescents. The combined data provided a sample size of n=43. The exact 
agreeement between two raters using the coding system devised by Skinner (1996) for 
the combined data was 81% (n=27) and for the present study 89.66% (n=16). However, 
only data from the present study will be presented below.
The adolescents' responses for unsupportive behaviours were grouped according to four 
general categories which included tangible obstruction, lack of information or 
understanding, companionship withdrawal and emotionally unsupportive (see Skinner, 
1996). The percentage of responses reflecting these different categories are presented in 
Table VII (see overleaf). The responses are organised by diabetes task/question and are 
reported separately for boys and girls.
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None of the boys in this study reported any unsupportive behaviours for either insulin 
administration or blood glucose monitoring. However, the girls reported behaviours 
that fell into both the tangible obstruction and emotionally unsupportive categories for 
these two tasks. These responses included people standing too close or making 
unhelpful comments. For maintaining a meal plan the majority of responses, for both 
boys and girls, fell into the tangible obstruction category. The adolescents in this study 
typically considered the following behaviours to be unhelpful: being offered sweets or 
friends eating foods that they should avoid in their presence. For exercising regularly all 
of the responses were categorised as reflecting companionship withdrawal. The 
adolescents typically reported their friends refusal to exercise with them as being 
unhelpful. As might be anticipated, the majority of responses for feeling bad about 
diabetes, for both boys and girls, were categorised as reflecting emotionally 
unsupportive behaviours. Responses typically included being treated differently 
because of diabetes. However, some responses also reflected a lack of understanding, 
others believing diabetes to be contagious, for example.
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Table VII: Percentage of Total Responses Reflecting Different Categories of Diabetes 
Related Unsupportive Behaviours
D iabetes ta sk / question Boys
Percentage o f total responses 
Girls Total
In su lin  adm in istration 0 50 50
Tangible 0 0 0
Inform ational 0 0 0
C om panionship /  B elonging 0 50 50
Em otional
B lood  G lu cose  M onitoring
Tangible 0 25 25
Inform ational 0 0 0
C om panionship /  B elonging Q 0 0
Em otional 0 25 25
F o llow in g  a M eal P lan
Tangible 40 40 80
Inform ational 20 0 20
C om panionsh ip /B elonging 0 0 0
Em otional 0 0 0
E xercising R egularly
Tangible 0 0 0
Inform ational 0 0 0
C om pan ionsh ip /B elon ging 25 75 100
Em otional 0 0 0
"F eeling good  about
diabetes"
Tangible 0 0 0
Inform ational 0 25 25
C om p an ion sh ip / B elonging 0 0 0
Em otional 25 25 75
151
Research Chapter: Small Scale Research Project
5. Discussion
5.1 Peer Influence
The results of this study indicate that adolescents with IDDM perceive their friends to be 
both supportive and unsupportive with regards to their diabetes management. These 
results lend support to Skinner's (1996) proposition that there is a need to consider the 
negative as well as positive aspects of friend and peer influence. Moreover, this, is 
consistent with research concerning adolescent health behaviours such as smoking, 
peers having been found to exert both positive and negative influences (Millstein & Litt, 
1990).
The mean scores for ratings of supportive and unsupportive behaviours suggest that 
adolescents with IDDM perceive their friends to be most helpful with regards to "feeling 
good about diabetes" and least helpful with regards to maintaining a meal plan. These 
results were consistent for both genders. The results relating to "feeling good about 
diabetes" are consistent with the findings of both La Greca et al. (1995) and Skinner 
(1996), and therefore lend support to the idea that friends are a major source of 
emotional support for adolescents with IDDM. The results relating to maintaining a 
meal plan are also in keeping with previous findings; Schlundt et al. (1994), for example, 
found social pressure to be a primary obstacle to dietary adherence. Understanding 
factors which affect an adolescent's ability to stick to the diet is crucial, given that this is 
considered to be one of the most problematic areas of overall diabetes management (La 
Greca et al., 1990).
For all of the diabetes regimen tasks/questions, with the exception of exercising 
regularly and "feeling good about diabetes", the majority of responses relating to 
supportive behaviours were categorised as reflecting tangible support. Although these 
findings were consistent with those of Skinner (1996), La Greca et al. (1995) reported 
tangible support from friends to be relatively infrequent. Participants for all three 
studies were adolescents aged between 12 and 19 years. Given that both this study and 
Skinner's (1996) study was carried out in the UK and La Greca et als' study in America, it 
is possible that these differences may reflect differences between American and British 
youth. Alternatively, they may be indicative of idiosyncratic sample differences.
152
Research Chapter: Small Scale Research Project
Similarly, the majority of responses relating to unsupportive behaviours for all of the 
diabetes regimen tasks except exercising and "feeling bad about diabetes" were 
categorised as reflecting tangible obstruction. The responses included behaviours such 
as friends getting in the way when the adolescent is trying to inject or offering them 
sweets.
The results of this study found a significant difference between girls' and boys' ratings of 
overall support, with the mean scores for ratings of overall support for the different 
diabetes regimen tasks being greater for girls than for boys. La Greca et al. (1995) also 
found a gender difference, girls reporting more diabetes specific support then boys. This 
most likely reflects that intimacy and closeness are more characteristic of girls than boys 
at all ages (Savin-Williams & Bemdt, 1990).
5.2 Relations Between Peer Influence and Levels of Self-management, Glycaemic 
Control and Well Being
One of the primary aims of this study was to evaluate the relationship between social 
support and levels of self-management, glycaemic control and well being. Although no 
significant associations were found, two interesting patterns emerged. Firstly, an 
adolescent reporting higher levels of overall perceived support was also more likely to 
have better levels of self-management. The fact that this pattern related only to the 
overall support score, and not to the separate scores for supportive and unsupportive 
behaviours, appears to confirm the need to look at both positive and negative peer 
influence together, and not in isolation. This also suggests, that supportive and 
unsupportive behaviours may be different facets of one dimension as opposed to two 
separate dimensions.
The second pattern that emerged was that adolescents with higher levels of well being 
were also more likely to report lower levels of supportive behaviours and higher levels 
of unsupportive behaviours. The direction of this relationship appears contrary to what 
one might expect. Indeed, Kvam and Lyons (1991) found higher levels of perceived 
social support to be associated with better well being - although it is important to note 
that their study was concerned with adult respondents. The results may reflect the fact
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that adolescents with lower levels of well being are more likely to talk to their friends 
and look to them for support Indeed, it may be at times when the adolescent with 
diabetes is feeling at their worse that they are more likely to need diabetes specific 
support - and conversely that when feeling at their best they are least likely to need this 
type of support.
However, it is also important to note that the Well Being questionnaire was concerned 
with general well being whilst the interview examining social support was concerned 
with diabetes specific support It is possible that well being is more likely to be related to 
general social support as opposed to diabetes specific support In addition, a much 
larger sample, would be needed to be confident that the pattern of results obtained is not 
a chance occurrence.
This study has focused on adolescents' perceptions of the support they received which 
may not necessarily reflect the support actually received. In addition, the study does not 
examine whether the support reported is the type of support desired by the adolescent 
and therefore the adolescent's satisfaction with the support they are receiving. Perceived 
support, actual support and satisfaction with support may influence levels of self­
management, glycaemic control and well being very differently.
Moreover, social support appears to be a multidimensional construct including 
emotional, and functional in addition to social dimensions (Goodall & Halford, 1991). 
Consequently, different aspects of social support may have different effects on levels of 
self-management, glycaemic control and well being. Indeed, Goodall and Halford (1991) 
have suggested the need for research on the relationships between different dimensions 
of social support and diabetes self-management.
Another important consideration, previously raised by La Greca et al. (1995) is the 
possibility that whilst extremely low levels of support might be predictive of problems 
with diabetes care, above a moderate threshold, the amount of peer support might not be 
important. Similarly, although high levels of unsupportive behaviours might be 
predictive of problems, below a certain threshold these may have little impact. A larger 
sample size would be required to evaluate these propositions.
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Although this study was concerned solely with diabetes specific support, general social 
support is also likely to be important. Indeed, research has documented the importance 
of social support for adults with chronic disease (La Greca et al., 1995). Moreover, in 
addition to potentially having a greater impact on general well being than diabetes 
specific support, general social support may also have an effect on both levels of self­
management and glycaemic control.
With regards to glycaemic control, it is important to note that insulin sensitivity and 
hence glycaemic control can be affected by a variety of variables. Hormonal changes 
during puberty result in fluctuating insulin sensitivity, therefore making good glycaemic 
control difficult to achieve. In addition, stress, both physical such as illness and 
psychological, can cause erratic elevations or depressions in glucose levels (Hanson & 
Henggeler, 1984). Consequently the relationship between glycaemic control and social 
support may be not be a direct one and may therefore be difficult to detect.
5.3 Relations Between Levels of Self-management, Glycaemic Control and Well Being
The relationships between levels of self-management and glycaemic control, and 
between well being and both levels of self-management and glycaemic control were not 
significant. However, the pattern of results suggest that an adolescent reporting higher 
levels of self-management is also likely to have better glycaemic control and that an 
adolescent reporting higher levels of well being is also likely to have better levels of self­
management. These patterns are consistent with previous findings, the effect size being 
comparable given the small sample size and resulting low power. Modest but 
significant relationships have been reported between self report measure of self­
management and glycaemic control. As noted in the introduction self-management is 
only one of many variables affecting glycaemic control. Indeed, time of day, severity of 
illness and appropriateness of the recommended regimen can all influence glycaemic 
control (Goodall and Halford, 1991). With regards to well being - poor well being has 
been found to be associated with poorer levels of glycaemic control and also with lower 
levels of self-management (Hanson & Henggeler, 1984; Goodall & Halford, 1991).
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5.4 valuation of Coding Scheme for Unsupportive Behaviours
The results of this study lend further support to the face validity and reliability of the 
coding scheme devised by Skinner (1996) for use with his modified version of the DSSI. 
Indeed the inter-rater reliability for data from both the present investigation and from 
Skinner's (1996) study was 81%, and for the present study, 89.66%.
5.5 Limitations and Future Directions
A prime limitation of this study was the small sample size. Given that this was a 
preliminary study, and that a number of interesting patterns emerged, further 
consideration using a larger sample size appears to be warranted. Power analysis 
indicates that a sample size of 82 subjects would be required to detect trends (r = 0.20; p 
< 0.10).
Secondly, the data for both social support and self-management are based exclusively on 
adolescents' self reports. Although adolescents are likely to be the best informants of 
these behaviours, it would be useful to gather information from multiple sources to 
corroborate the adolescents' reports in future studies. Moreover, this may enable the 
actual support received to be examined. In addition, information regarding the 
adolescents satisfaction regarding the support they receive would be interesting.
Thirdly, there are problems using glycosylated haemoglobin as a measure of glycaemic 
control. The problem is that the HbAic results used reflect average blood sugar levels. 
Consequently, it is possible to obtain identical HbAic results for a diabetic with tight 
control and a diabetic with highly fluctuating blood glucose levels. Further studies 
might use daily-recorded readings to corroborate the HbAic results.
Fourthly, newly diagnosed diabetics were included in the sample. During the period 
immediately following diagnosis when the individual is adjusting to having diabetes 
and the management tasks are new, levels of self care are unusually good (Hauser et al., 
1990; Kovacs et al., 1990). In addition, during this period the diabetic frequently 
continues to secrete a small amount of insulin which results in better glycaemic control
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(Delameter, 1990). Consequently it may be useful to exclude adolescents who have been 
diagnosed with having diabetes for less than six months or to control for the possibility 
of increased levels of self-management and glycaemic control in the period immediately 
following diagnosis. It may also be useful to document the adolescents' physical as well 
as psychological well being since these are also known to have an impact on glycaemic 
control.
Finally, it must be noted that it is possible that support is not important with regards to 
self-management. However, the literature relating to diabetes and other chronic 
illnesses appears to suggest otherwise. Moreover, the qualitative results of this study 
indicate that adolescents with diabetes find the support of their peers an important factor 
influencing the day to day management of their condition.
5.6 Conclusion
The results of this study are suggestive of a link between diabetes social support and 
both levels of self-management and well being. However, given that no significant 
associations were found, further research addressing the limitations discussed above, in 
particular sample size, is needed to clarify the exact nature and extent of this link. The 
results did support the findings of both La Greca et al. (1995) and Skinner (1996), who 
both reported friends to be a major source of emotional support for adolescents with 
IDDM. In addition, both the qualitative and quantitative analyses appear to confirm 
Skinner's (1996) postulation that negative as well as positive friend and peer influences 
need to be considered when evaluating the relationship between these influences and 
health in adolescents with IDDM. Moreover, the results appear to indicate that these 
need to be considered together and may therefore be facets of one dimension rather than 
two separate dimensions.
157
Research Chapter: Small Scale Research Project
6. References
Anderson, B., Miller, P., Auslander, W. and Santiago, J. (1981). Family characteristic of 
diabetic adolescents: relationship to metabolic control. Diabetes Care, 4,586-593.
Bradley, C. (1994). The well-being questionnaire. In: C. Bradley (Ed.). Handbook of 
Psychology and Diabetes. Great Britain: Harwood Academic Publishers.
British Diabetic Association. (1995). The Principles of Good practice for the Care of Young 
People with Diabetes. British Diabetic Association.
Burroughs, T., Pontious, S. and Santiago, J. (1993). The relationship among six 
psychosocial domains, age, health acre adherence, and metabolic control in adolescents 
with IDDM. Diabetes Educator, 19(5), 396-402.
Burroughs, T., Harris, M., Pontious, S. and Santiago, J. (1997). Research on social 
support in adolescents with IDDM: A critical review. Diabetes Educator, 23(4), 438-448.
Conger, J. (1990). Adolescence and Youth: Psychological Development in a Changing World. 
4th ed. New York: Harper Collins Publishers Inc,
Cox, D. and Gonder-Frederick, L. (1992). Major developments in behavioural diabetes 
research. Journal of Consulting and Clinical Psychology, 50(4), 628-638.
Delameter, A. (1990). Adaptation of children to newly diagnosed diabetes. In: C. 
Holmes (Ed.). Neuropsychological and Behavioural Aspects of Diabetes. New York: Springer- 
Verlag New York Inc.
Diabetes Control and Complications Research Group. (1994). Diabetes Control and 
Complications Trial (DCCT): Update. Diabetes Care, 13,427-433.
Glasgow, R., McCaul, K. and Schafer, L. (1987). Self-care behaviours and glycaemic 
control in type I diabetes. Journal of Chronic Disability, 40(5), 399-412.
Glasgow, R. and Anderson, B. (1995). Future directions for research on paediatric 
chronic disease management: Lessons from diabetes. Journal of Pediatric Psychology, 
20(4), 389-402.
158
Research Chapter: Small Scale Research Project
Goodall, T. and Halford, W. (1991). Self-management of diabetes mellitus: A critical 
review. Health Psychology, 10(1), 1-8).
Hanson, C. and Henggeler, S. (1984). Metabolic Control in adolescents with diabetes: 
An examination of systemic variables. Family Systems Medicine, 2 ,5-16.
Hanson, G , Henggeler, S. and Burghen, G. (1987). Model of association between 
psychosocial variables and health - outcome measures in adolescents with IDDM. 
Diabetes Care, 10,753-763.
Hanson, G , Henggeler, S. and Burghen, G. (1987). Social competence and parental 
support as mediators of the link between stress and metabolic control in adolescents 
with IDDM. Journal of Consulting and Clinical Psychology, 55,529-533.
Hanson, G , Henggeler, S., Harris, M., Burghen, G. and Moore, M. (1989). Family 
systems variables and the health status of adolescents with insulin dependent diabetes 
mellitus. Health Psychology, 8(2), 239-253.
Hanson, G, DeGuire, M., Schinkel. A., Henggeler, S. and Burghen, G. (1992). Comparing 
social learning and family systems correlates of adaptation in youths with IDDM. 
Special issue: theory-driven research in pediatric psychology I. Journal of Pediatric 
Psychology, 17(5), 555-572.
Hanson, G , DeGuire, M., Schinkel, A. and Kolterman, O. (1995). Empirical validation 
for a family centre model of care. Diabetes Care, 18(10), 1347-1356.
Hanson, G , DeGuire, M., Schinkel, A., Kolterman, O., Goodman, J. and Buckingham, B. 
(1996). Self-care behaviours in insulin dependent diabetes: Evaluative tools and their 
associations with glycémie control. Journal of Pediatric Psychology, 21(4), 467-482.
Hauser, S., Jacobson, A., Lavori, P., Wolfsdorf, J., Wertiieb, D. and Stein, J. (1990). 
Adherence among children and adolescents with insulin dependent diabetes mellitus 
over a four year longitudinal follow up. Immediate and long-term linkages with the 
family milieu. Journal of Pediatric Psychology, 15, 527-542.
Jacobson, A., Hauser, S., Powéres, S. and Noam, G. (1986). Psychological adjustment of 
children with recently diagnosed diabetes mellitus. Diabetes Care, 9(4), 323-329.
159
Research Chapter: Small Scale Research Project
Johnson, S., Silverstein, J., Ronsenbloom, A., Cartey, R. and Cunningham, W. (1986). 
Assessing daily management in childhood diabetes. Health Psychology, 5(6), 545-564.
Johnson, S. (1990). Adherence behaviours and health status in childhood diabetes. In: 
C. Holmes (Ed.). Neuropsychological and Behavioural Aspects of Diabetes. New York: 
Springer-Verlag New York Inc.
Kaplan, R., Chadwick, M., and Schimmer, L. (1985). Social learning intervention to 
promote metabolic control in Type I diabetes mellitus: Pilot experiment results. Diabetes 
Care, 8 ,152-155.
Kovacs, M., Iyengar, S., Goldstein, D., Stewart, J., Obrosky, D. and Marsh, J. (1990). 
Psychological functioning of children with insulin dependent diabetes mellitus: A 
longitudinal study. Journal of Pediatric Psychology, 15(5), 619-632.
Kovacs, M., Goldston, D., Obrosky, D. and Iyengar, S. (1992). Prevalence and predictors 
of pervasive non-compliance with medical treatment among youths with insulin 
dependent diabetes mellitus. Journal of the American Academy of Child and Adolescent 
Psychiatry, 31(6), 1112-1119.
Kvam, S. and Lyons, J. (1991). Assessment of coping strategies, social support and 
general health status in individuals with diabetes mellitus. Psychological Reports, 68, 
623-632.
La Greca, A. (1992). Peer influences in pediatric chronic illness: An update. Journal of 
Pediatric Psychology, 17(6), 775-784.
La Greca, A. and Skyler, J. (1994). Psychological management of diabetes. In: C. Kelnar 
(Ed.). Childhood and Adolescent Diabetes. London: Chapman and Hamm Medical.
La Greca, A., Auslander, W., Grefo, P., Spetter, D., Fisher, E. and Santiago, J. (1995). I get 
by with a little help from my family and friends: Adolescents' support for diabetes care. 
Journal of Pediatric Psychology, 20(4), 449-476.
Lane, J., Stabler, B., Ross, S., Morris, M., Litton and Surwit, R. (1988). Psychological 
predicators of glucose control in patients with IDDM. Diabetes Care, 11(10), 798-800.
160
Research Chapter: Small Scale Research Project
Meldman, L. (1987). Diabetes as experienced by adolescents. Adolescence, 22(86), 433- 
444.
Millstein, S. and Litt, I. (1990). Adolescent Health. In S. Feldman and R. Elliot (Eds). At 
the Threshold: The Developing Adolescent. London: Harvard University Press.
Neil, H. Gatling, W., Mather, H., Thompson, A., Thorogood, M., Fowler, G., Hill, R., and 
Mann, J. (1987). The Oxford Community Diabetes Study: Evidence for an increase in the 
prevalence of known diabetes in Great Britain. Diabetic Medicine, 4,539-543.
Savin-Williams, R. and Bemdt, T. (1990). Friendship and peer relations. In S. Feldman 
and R. Elliot (Eds). At the Threshold: The Developing Adolescent London: Harvard 
University Press.
Schafer, L., Glasgow, R., McCaul, K. and Dreher, M. (1983). Adherence to IDDM 
regiments: relationship to psyhcosocial variables and metabolic control. Diabetes Cure, 9, 
179-185.
Schlundt, D., Pichert, J., Rea, M., Puryear, W., Penha, M., and Kline, S. (1994). 
Situational obstacles to adherence for adolescents with diabetes. Diabetes Educator, 20(3), 
207-211.
Shield, J. and Baum, J. (1993). Complications of diabetes. Diabetic Medicine, 10,499-502.
Skinner, T. (1996). Effects of peers on regiment adherence and metabolic control in 
adolescents with insulin dependent diabetes mellitus. Unpublished dissertation.
Watkins, P., Drury, P. and Howell, S. (1996). Diabetes and It's Management 5th ed. 
London: Blackwell Sciences Ltd.
Weissberg-Benchell, J., Wirtz, P., Glasgow, A., Turek, J., Tyan, W. and Ward, J. (1995). 
Adolescent diabetes management and mismanagement. Diabetes Care, 18(1), 77-82.
161
Research Chapter: Small Scale Research Project
Appendix 1: Ethical Approval
Initial acceptance letter - with conditional change requests 
Change letter
Unconditional acceptance letter
162
WEST SURREY HEALTH AUTHORITY
NORTH W EST SURREY LOCAL RESEARCH 
ETHICS COMMITTEE
Telephone 0 1 9 3 2  8 7 2000  ext 2163/2085 
Facsimile 0 1 9 3 2  8 7 4757 HCC Office 
Conference Centre 
St Peter's Hospital 
Guildford Road 
Chertsey 
Surrey 
KT16 OPZ
Ms Nicola Spiller 
Clinical Psychologist in Training 
Department o f Psychology 
University o f Surrey 
Guildford, Surrey
GU2 5XH
PW/AI/AMWZPRO/82/97
10 July 1997
Dear Ms Spiller
Th_e Effects of Peer Influence on Levels of Self Care Blood Glucose Control and Well- 
bejng in Adolescents with Insulin Dependent Diabetes Mellitus: A Pilot Study
Thank you for attending the meeting of the Ethics Committee held on 4 July 1997 at Ashford 
Hospital when your study was formally considered. I am pleased to inform you that the 
decision of the committee was to grant the study ethical approval subject to the following 
conditions:-
(i) Obtain consent after giving patients time to consider participating.
(ii) Obtain professional statistical advice on methodology, sample size etc.
I should be glad to have your written confirmation that the conditions as above will be taken 
into account before the study commences.
Would you please notify the committee in advance of any significant proposed deviation from 
t e original protocol. Would you also please report if there are any unusual or unexpected 
results which raise questions about the safety of the research, once the study is under way.
T e conymttee would be interested in the final results of your study and wish you every 
success in canying it out.
Yours sincerely
Patricia Wilkie PhD
Chairman
North West Surrey Local Research Ethics Committee
Research Chapter: Small Scale Research Project
Departm ent of Psychology 
University of Surrey
Dr Patricia Wilkie Guildford
Chairman Surrey
k. - u t . ,  GU2 5XH
North W est Surrey Ethics Committee
HCC office, Conference Centre 22nd July 1997
S t Peter's Hospital
Guilford Road, Chertsey
Surrey, KT16 OPZ
D ear Dr Wilkie
The E ffects o f P e e r  Influence on Levels of S elf C are, B lood G lu co se  C ontrol a n d  Well B eing 
in A do lescen ts  with Insulin D ependen t D iabetes Mellitus: A Pilot S tudy
Thank you for your letter of 10th July 1997 advising m e of the ethics com m ittee's decision to grant 
ethical approval for the above nam ed study - subject to the conditions outlined. With reference to 
th ese  conditions I am  writing to confirm that I will ensure  that th ese  will be taken into account 
before the study com m ences, and  more specifically that:
(i) Patients have time to consider participating in the study before consent is sought.
(II) Professional statistical advice on methodology, sam ple size etc. is obtained. Indeed I am 
currently seeking advice from my University supervisor and from a  statistician.
I will also ensure  that the ethics committee is informed immediately if any of the results raise 
questions about the safety of the study.
Thank you for your interest and  consideration of this study.
Yours sincerely
Nicola Spiller BSc
Clinical Psychologist in Training
Research Chapter: Small Scale Research Project
WEST SURREY HEALTH AUTHORITY
NORTH W EST SURREY LOCAL RESEARCH 
ETHICS COMMITTEE
Telephone 0 1 9 3 2  8 7 2 0 0 0  ex, 2 , 63/2085 „
Facsimile 0 1 9 3 2  8 7 4 7 5 7  CC 0ff,ce
Conference Centre
M St i t e r ' s  Hospital
Ms Nicola Spiller Guildford Road
Clinical Psychologist in Training Chertsey
Department of Psychology Surrey
University of Surrey KT16 OPZ
Guildford 
Surrey GU2 5XH
PW/AI/AMWZPRO/82/97
12 August 1997
Dear Ms Spiller
IW SEIS^;:
Yours sincerely
Patricia Wilkie PhD 
Chairman
North West Surrey Local Research Ethics Dnmmiff».
Research Chapter: Small Scale Research Project
Appendix 2: Participants Pack
Introduction letter 
Information sheet 
Consent form
163
Research Chapter: Small Scale Research Project
Department of Psychology
University of Surrey
Guildford
Surrey
GU25XH
Tel. 01483 259441
26th A ugust 1997
Dear
As part of my training a s  a  clinical psychologist I am carrying out a  study looking a t how friends of 
young people with diabetes might be either helpful or unhelpful with regards to their d iabetes 
m anagem ent. I am therefore looking for young people with diabetes, aged  betw een 12 and  19 
years, who would be prepared to participate in this study. I am  writing to ask  if you would consider 
taking part. Participation in the study will involve completion of a  questionnaire and a  short 
interview. The enclosed information sh ee t explains the study more fully.
If you agree  to take part, I would like to arrange a  time to m eet with you. I can arrange a  d a te  and 
time when you next attend the diabetic clinic - or I can be contacted a t the University of Surrey. If 
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INFORMATION SHEET
THE EFFECTS OF PEER INFLUENCE ON SELF MANAGEMENT, BLOOD GLUCOSE 
CONTROL AND WELL BEING IN ADOLESCENTS WITH INSULIN DEPENDENT 
DIABETES MELLITUS: A PILOT STUDY
BACKGROUND TO THE STUDY
Over the last few years, psychologists have becom e very interested in factors which help or hinder 
young people in the daily m anagem ent of their diabetes. One of the factors they have looked a t is 
the influence of social support including support from family and peers. However, m ost of the 
studies have focused on family support. Very few studies have talked to young people with 
d iabetes about peer support.
As part of my training a s  a  Clinical Psychologist, I am  conducting a  study looking a t how the peers of 
a  young person with d iabetes might be supportive and also how they might be un-supportive with 
regards to their diabetes m anagem ent. I will also be looking at how self m anagem ent, blood 
glucose control and  peer support influence the well being of young people with d iabetes. I am  
focusing particularly on young people aged  between 12 and 19 years.
Many young people with d iabetes experience difficulty with the daily m anagem ent of their illness. 
Gaining a  clearer understanding of factors influencing this should help in the developm ent of 
programmes to help young people with d iabetes m anage their d iabetes more effectively.
WHAT YOU WILL BE ASKED TO DO
If you agree to take part in this study, you will be asked  to sign a  consen t form. If you a re  under 16, 
your parent or guardian will also be asked  to sign the consen t form. Involvement in the  study will 
involve a  short interview and  completing som e questionnaires. This should take ab o u t 45 minutes.
I will also be asking your doctor a t the diabetic clinic for the results of the blood g lucose te s t taken a t 
your last visit to the clinic. Although your nam e will be recorded on the consent form a t no other 
time will you be asked  to give your nam e, so that the questionnaires can be com pleted 
anonymously. Any information that you give will be treated  with the strictest confidence. It will only 
be used  for research  purposes.
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Participation or non-participation in the study will in no w ay influence your medical care . If a t any
hme you are  unhappy about continuing with the study then you are  free to leave it. You do not have 
to give any reason for this.
Although I will not be able to provide specific feedback about each individual in the study, I will be
able to give general information about the  results of the  study later in the year. P lease  let m e know 
if you would like this information.
If you have any concerns or questions about the study then p lease do not hesitate to contact m e at 
the University of Surrey.
Thank you for taking the time to read this form, and for your help.
The Local R esea rch  E thics Com m ittee h a s  app ro v ed  th e  above s ta tem en t.
 .CU.L<^>La  ................
NICOLA SPILLER BSc (Hons)
CLINICAL PSYCHOLOGIST IN TRAINING
Department of Psychology
University of Surrey
Guildford
Surrey
GU2 5XH
01483 259441
S igned :
Name:
Title:
A d d ress:
TEL:
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CONSENT FORM
THE EFFECTS OF PEER INFLUENCE ON SELF MANAGEMENT, BLOOD GLUCOSE CONTROL 
AND WELL BEING IN ADOLESCENTS WITH INSULIN DEPENDENT DIABETES MELLITUS: A
PILOT STUDY
(Please circle your answ er)
Have you read the client information sh ee t?  YES /  NO
Have you had an opportunity to ask  questions and discuss the study? YES /  NO
Do you understand that you are free to leave this study
• a t any time
• without having to give a  reason for leaving
• without this affecting your future medical care?  YES /  NO
Do you agree to take part in this study? YES /  N 0
Name of participant (in block capitals):.............................................................
Signature of participant:......................................................................... Date:
FOR PARTICIPANTS UNDER 16 YEARS 
PLEASE ASK A PARENT/GUARDIAN TO SIGN THIS FORM.
agree to the young person named above participating in this study.
Nam e of parent/guardian (in block capitals):...................................................
Signature of parent/guardian:...............................................................  Date;
S ignature of investigator............................................................................  Nico,a Spiller B Sc (Hons)
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Appendix 3: Measures
Diabetes Social Support Interview 
Self-care Adherence Interview (for IDDM) 
Well-Being Questionnaire
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Q U E S T I O N ! * A I F t E
ways do your friends help you or provide support for taking your insulin
In what ways are your friends unhelpful or are unsupportive for takino your 
insulin injections ? *
In what ways do your friends help you or provide support for your glucose
In what ways are your friends unhelpful or are unsupportive for your glucose 
testing ?
In what ways do your friends help you or provide support for sticking to your 
meal plan or diet?
In what ways are your friends unhelpful or are unsupportive for stickincr to your 
meal plan or diet ?
In what ways do your friends help you or provide support for exercising 
regularly?
In what ways are your friends unhelpful or are unsupportive for exercising 
regularly ?
In what ways do your friends help you feel good about diabetes? 
In what ways do your friends make you feel bad about diabetes ?
In what other ways are your friends supportive of your diabetes care? ( How else 
do your friends help with your diabetes care?)
In what other ways are your friends unsupportive of your diabetes care ? (How 
else are your friends unhelpful with your diabetes care 2)
i
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G o  "tlrx1rox3 .g rtx  a l l  x r o s g x c r x s o s  d L rx c lx v ic lx x e ilX y  _
When I asked in what ways are your friends helpful or supportive for your
(insulin shots), you said:__________________(exact quote) How often does
happen ?
When I asked how what ways are your friends unhelpful or unsupport for your
insulin shots, you said:__________________(exact quote) How often does thic
happen ?
How do you feel about this ? Do you feel that it's
1 = a little supportive/helpful -1 = a little unsupportive/unhelpful
2 = supportive/helpful -2 = unsupportive/unhelpful
3 = very supportive/helpful -3 = very unsupportive/unhelpful
How often does this happen ?
0 = Never
1 = Less than twice a month
2 = Twice a month
3 = Once a week
4 = Several times a week
5 = Once a day or more
Parents or Participants Occupation ?
Parents or Childs Religion /  Ethnic Origin ?
Research Chapter: Small Scale Research Project
How do you feel about this?
A little supportive / helpful 
Quite Supportive / helpful 
Very Supportive / helpful
A little unsupportive / unhelpful 
Quite unsupportive / unhelpful 
Very unsupportive / unhelpful
How often does this happen ? 
Never
Less than twice a month 
Twice a month 
Once a week 
Several times a week 
Once a day or more
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Interviewer^
FN: Time: 0 6 1 
Date:
A DHERENCE A T ^ ^ ^ Q j ^ n n N N A m K  -  R rt/goj
(Adolescent/Child)
Adolescent’s/Child’s Name:_________
Parent(s) Name(s):____
8 ISE#SSEI#^
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** Test blood utilizing the "One Touch" monitoring machine. The interviewer needs to review previous 
training instructions again before the interview. Written procedures arc found in the pocket next to the 
machine in the carrying case. Ensure that a clean lancet, test strip holder, and pricker cap cover are in 
sealed envelope before the test. Always review instructions for low (below 80 mg/dl) and hiph BGL 
(over 300 mg/<U) before interview. ^
•♦ALWAYS USE A CLEAN LANCET, TEST STRIP HOLDER, AND PRICKER CAP FROM A SE 
ENVELOPE.** BEFORE PRECEDING WITH THE INTERVIEW, OBTAIN A BLOOD SAMPLE 
FROM CHILD OR ADOLESCENT AND RECORD - IF THE CHILD’S/ADOLESCENT'S BGL IS 
LOW, DO NOT CONTINUE WITH INTERVIEW UNTIL HIS/HER BGL LEVEL IS IN A MORE 
SATISFACTORY RANGE. (ABOVE 80) **FOLLOW LOW BGL AND HIGH BGL PROCEDURE 
NEEDED**
"actual blood/urine glucose value______  (SUGARV) =
GLUCOSE TESTING
_**PO YOU EVER TEST YOUR URINE OR BLOOD FOR SUGAR? I. ves  2. no______
IF "YES" - DO YOU USUALLY TEST YOUR BLOOD OR URINE?
(CIRCLE ONE) 0. does not test 1. urine 2. blood
(SUGAR) = ___ (0-2)
♦♦HOW OFTEN DO YOU TEST?
- frequency of testing: number of times___(CHECK ONE)
 per day per week per month  per year
ADHERE #1: FREQUENCY OF BLOOD TESTING 
(4)_- tests for sugar at least three times or more daily
(3 ) _______- tests for sugar at least twice daily
(2 ) _______ - tests for sugar at least once daily
(1 ) __ - tests at least four times a week
(0 ) ___ - does not test, or tests less than 4 times weekly
(ABED = ____ (0-4)
i*HAS YOUR PR. INSTRUCTED YOU AS TO HOW OFTEN YOU SHOULD TEST YOUR URINI 
BLOOD? I. yes  2. no___
IF "YES" - HOW OFTEN HAS HE OR SHE SUGGESTED THAT YOU TEST?
- frequency of testing: number of times (CHECK ONE)
 per day___ per week  per month  per year
ADHERE *2: DR.’S PRESCRIPTION OF BLOOD TESTING
(4 ) __ - test sugar at least three times daily
(3 ) __ -test sugar at least twice daily
(2)   - test sugar at least once daily
(1 ) __ - test sugar at least four times a week
(0) - does not know *
(ABH2) = ____ (0-4)
(FBGADH) *= (if ADH1 is greater than or equal to ADH2, FBGADH =  1; if  ADH1 is less
than ADH2, or if ADH2 is equal to zero, FBGADH =  0) ~
v
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IF "YES" - jVHEN DO VOn TFC-p
ADHERE #3: FREQUENCY OF URINE TESTING
w    tests for acetones/ketones daily
(f) —  -tests when sugar is high AND when sickCJ) " tests ONLY when sick
O) —  - tests ONLY when sugar is high 
vW - does not test for acetone or ketones
(ABE3) = ____ (0-3) _  _
DIET
On special diet: I. yes  2. no __ (IF "NO" ADH4 = 0)
ADHERE #4: MEASUREMENT OF DIET
g ) —  - uses the exchange list as a guide, and weighs foods
(2) —  - uses the exchange list as a guide«zrHiEEEHsrsarzr*1
CADES *=_____ (0-3)
IF "YES" -  HOW OFTEN?___
" frequency of skipping meals: number of times (CHECK ONE)
— per day — per week _  per month “ llp c r y c a ^
ADHERE #5: SKIPPING MEALS
(4) __ - no, never skips; yes, but seldom (few times a year)
g )  — - yes, occasionally (once to a few times a month)
w  - yes, sometimes (once a week)
CD _  - yes, frequently (2-3 times per week)
(0) — - yes, almost always (4-7 times per week)
CASHS = _____ (0-4)
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IF "m> -  UQ Y/QFmil__________
tim«P,‘^  T ^ f m o S l ^ Vary'n0rCthM °n£ M f hour- k i- w ic c a w ^  A coupkc
ADHERE #6: DELAYING MEALS
l - ^ ^ a f a s s a a i s j - *— ■ yes, sometimes (once a week)
W — " ye*, frequently (2-3 times per week)
(Ü) __ - yes, almost always (4-7 times per week)
(ABH0 =___ (0-4)
^ v n f , M g ; M^ ^ n p p , ttaxng
M A K R ^ ^ v m r o ^ ^ ^ r  g  ffl7r MORE EOT^crSE. WHAT PfTAWffRS n n  yn
- r Æ w  — " h ta
■—  fiivcs less insulin   gives more insuTîn
(0)___ - cats LESS than usual
w   gives MORE inatTfn
W   docs not adjust diet or insulin
(ADH7)
V -T. L nr, ^  » y  y  T
wots, oSy r a '^ S o S S j ^ y o S b S M a y ^ 103 CT“ y<Iay7’ a <x,uPIe of times during the
^ q u e a q , ^ m b e r  oftim ^C H EC K  ONQ
|  z  : “““ a year)— - y65» sometimes (once a week) 
w  — ~ y « . frequently Ç2-3 times per week)
( ^ ^ y « ,  almort^ways (4-7 times per week)
IF "YES " — HOW OFTW. _______
- & uZ y = "u^ ^ — (CHECK 0NE>
ADHERE #9: EATS MORE
g  z z
m ----- Z ’ ?ccasion^I1y (^w  times each month)
/m ----- ■ y®5» frequently (2-3 times per wesk)
v / — yes, almost daily (4-7 times per week) • ^
CAPPS) = ____ (0-4)
TO WK^AUrT YTPSl
 gives MORE insulin__________ gives LESS insulin
ADHERE#10: EATCMORE AND CHANGES INSULIN
 " 6 m m  toSulm whcn ea*s more than (or exercise after eating), or never cats
(0) ___ - gives LESS insulin
Cv)___ - not adjust insulin
(ABElfl) =
S E M i  tofS
^POYon.9 wiwwiaïK
IF "YES" — HOW OFTFTf?
l^ US y  = u n ito o ftim « ï_ (CHECKONE)
ADHERE #11: EATS LESS
C )   no, never or hanfly ever (few times a year)
S c ------ y®5» but seldom (less than once a month)
m ------ y“ ’ 9 ^ S1°"füy (few times each month)
C )   yes, frequently (2-3 times per week)
C ) — yes, almost daily (4-7 times per week)
CADHIP = ____ (0-4)
IF
m
 gives MORE insulin  gives LESS insulin
ADHERE #12: EATS LESS AND CHANGES INSULIN
(*)   ■ gives LESS insulin, or never eats more
(0)___ - gives MORE insulin when eats less
(0)___ - does not adjust insulin
(AIM12) = ____ (0-1)
^ ^ y o u ? p h te? n-) Pr°mPt ^  :‘^Vh° deadcs how much food is Put on your plate, or who puts the
(1 ) ___ adolescent/child
(2 ) ___ mom
(3 ) ___ dad
(4 ) ___ mother and child
(5 ) ___ father and child
(6 ) ___ mother and father
(7 ) ___ mother, father, and child
(8 ) ____other____
(PIfc/1'K) —____ (1-8)
HYPOGLYCEMIA
FOR OLDER ADOLESCENTS:
using easier terminology - Do you ever "get low" or need sugar?)
FOR YOUNGER ADOLESCENTS: (c.g., 10-12 yrs. old, or with youth who have difficulty understands
IF "YES" -  HQSLgKTEN DO YOU FEEL LIKE THIS OR HAVE THESE REACTIONS?
- frequency: number of times (CHECK ONE)
 per day per week  per month  per year
(REACTS) =   ___ # times per month
**Score a 1 once every other month, if less score a 0.
ood sugar reactons^ *If the child is very youn^aod tos trouble answering, it is acceptable to prompt.
,  ZZheadacie
 light-headed_____________ ____queasy stomach
   pounding heart___________ ____anxious/tense
 sweating ____cranky/irritable
 weakness ____can't concentrate/difficulty
 crying in paying attention
other:
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ADHERE #13: SYMPTOM
(2)___ - is able to describe his or her subjective feelings
(2)____- no longer feels any symptoms so tests glucose more frequently
(1)___ - is vague about the symptoms or cannot describe the feeling
(0)____- has never experienced hypoglycemia
(0)____- does not know if he or she has experienced hypoglycemia
(ADH12) = ____ (0-2)
INJHE CAR. AND YOUR SUGAR GETS TOO LOW. DO YOU HAVE SO M E T ^G  H A T ^  TYI 
EAT? 1. yes  2. no__
lHQW OFgSN DO YOU HAVEA SOURCE OF SUGAR AVAILABLE? PROMPT WITH EXAMT 
LIKE. jpO  YOU HAVE SOMETHING W m i YQU TODAY? IF YOU WENT FOR A WALK ARO 
mEJLOCK. HOW OFTEN WOULD YOU CARRY SOMETHING? HOW OFTEN DO YOU HAV 
SOMETHING .WITH YOU AT SCHOOL. LIKE IN YOUR BOOK BAG?
** Always carrying money in case they need a snack does not score a 3 for ADHERE 14, they need to 
have a fast sugar source available to them without any intermediate step, like having to go to a store.
ADHERE #14: SUGAR SOURCE
(3)___ - almost always carries a source of sugar with them, has source of sugar with them today
(2)___ - usually has source of sugar available with them
(1 ) ___ - only carries sugar source with them for trips or other outings when they might not
be near a store or home
(0 ) ___ - never carries a source of sugar with them
(A fiffl4 )=  (0-3)
yPQ -YO ? WEAR OR CARRY ANYTHING THAT IDENTIFIES YOU AS HAVING DIABETES - L 
A_CABP_OR A BRACELET?
IF "YES" -  WOULD YOU SHOW IT TO ME?
ADHERE #15: IDENTIFICATION
(2 ) ___ - wears necklace, bracelet, or charm
(1 ) ___ - carries billfold identification only
(0)___ - does not have diabetic identification readily available/broken identification
(A B H ia =  (0-2)
INSULIN
«3YHAT KINP-OR KINDS OF INSULIN DO YOU TAKE EVERY PAY? _________
(1 ) ___ mixtard
(2 ) ___ only intermediate-acting (NPH , Lente )
(3 ) ___ only short-acting: Regular, SenurLcnte
(4 ) ___ both Regular & intermediate-acting (e.g., Regular & NPH; Semi-Lente & Lente)
(5 ) ___ both Regular & long acting (e.g., Regular and Ultralentc)
(6 ) ___ Regular, intermediate & long acting (e.g., Regular, NPH 6: Ultralentc)
(7 )____Intermediate (e.g., NPH, Lente) & long-acting (Ultralentc)
QKIN5) = ____ (1-7)
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~ JS  ™  TYPB OF YOTm S E  PORK, HUMAN. OR BEEF & PO ttfr?
Source of InoiTinO t I
Q  poric
C2)  human
g )  bccfi^ poik
* '   human/pork or human/bccf&pork
QSÛI2ECE) = ___ (1-4)
; Unâ am aiat Mad amonm
QAMUME) aan. =  
noon
dPM’l'IMTO supper * =  x
bedtime
^ y v U H r t V P l f c U i U S  l . y « _ r % E Ç = -------------------------------------------------------
IF “YES* - H gWLOfJffHAVF. v n n p FijWI)siNftTfnr.PnMPT
 days  weeks  months years
(FUMFTM): (total number of months)
IF "USES POMP* -  3?EAT TS YOTTR BASAT, nncrr?
(BDOSEAM):   (basal dose in the morning)
CPPOSEFM):______ (basal dose in the evening)
IF USES FDMP11 -  miLCLPO YOÏÏ (rTYE POT/OSFS AND TTO^ y  MTTCTT n o  YOU CTVR? 
ŒAMUME) a.m. =  , _______ ^
noon
ŒEMHME) supper =    x
bedtime
^ ----------------
month in units. (ASK YOUTH OR YOUTH’S MOTHER)
CATjHTTT ATT. _________ _ _______
   \ x y j c v  jlv u x x i  o  x v iv itu a ry
CALCULATE:--------------- lbs. (CHECK WEI ON MED. RECORD) x .45 «= _ kg of body weight
 .          (round off to 2 decimal points
QPQSEK) «= —.-------— *= (IDOSE) /  kg of body weight
(NINJETm # of daily injections over previous month
xi
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 yes 2 . no, only by doctor
IF "y es" -  p m -ou i ™  Y Q T ^ r ^ P O  Yo r o
(1 ) __ - adjusts dose when ordered by doctor
(2 ) __ " adjusts dose by parent’s recommendations according to glucose
(3 ) __ - adjusts dose by self according to glucose
(4 ) __ - adjusts dose by parent and self together
(5 ) __ - does not adjust dose OR hasn't been to doctor
(APOSE) = ____ (1-5)
I fHQW OFTEN BA VETOV CHANGED YOUR INSULIN DOSE DURINO THÉ EAST
(5)___- every day
(4)___- every 2-3 days
(3)__ - once a week (4-7 days)
(2)___ ;_- every two weeks
(1)__ - once during the last month
(0)__ - have not changed during the last month
CFPOSEO = ____ (0-5)
» HQW MPCH TIME IS THERE USUALLY BETWEEN YOTIR INSULIN SHOT AND F.ATW
CTIMEB) = _____ (minutes 00-99)
••ÏFgîyen a range, for example, "15 or 20 minutes," ask if  it has been more like 
more like 20 minutes over this past month?
AMY MEDICAL PROBLEMS AS A RESTTT.T OF YOUR DTAWFTRS?
— Note that this question is very sensitive to youths and parents. If the youth responds with "not yet," 
lookheaitif3  ^great, doctors know a lot about preventing complications, and you ;
1 . yes 2.   no
IF "YES" -  gEAT.FROBLEMS DO YOUHAVE?
 retinopathy (eye problems, background retinopathy, proliferative
retinopathy, or leakage of blood vessels) (EYE = 1)
 nq)hropathy or proteinurea (kidney problems or protein in urine) (KIDNEY =  1)
 gastrointestinal disease (stomach ulcers, diarrhea, constipation, gastroparesis,
or fullness) (GASTRO = 1)
 neuropathy (nerve damage/pain in legs and feet, tingling, numbness, or burning
feeling) (NERVE = J )
 autonomic neuropathy (heart problems, edema-swelling in legs) (ATJTON == 1)
 skin damage (sores, patches, changes in skin) (SKIN = 1)
(CQMFD *= (total number checked from list above 0-6)
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INTERVIEWER (ONLY):
$    adolescent/child onlyfigS-ÉE,
0  father only
10  both parcat(s) only
(ADHEAB)
£htthe
04EH4CO =
““,crcn“ > b“ S S f  æ ï S f
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Please tick the box for each o f the following statements to indicate how often you feel each 
phrase has applied to you in the past few weeks.
All the 
time
Sometimes Rarely Not 
a t all
I feel that I am useful and needed □ □ □ □
I have crying spells or feel like crying □ □ □ □
I find I can think quite clearly □ □ □ □
My life is pretty full □ □ □ □
I feel downhearted and blue □ □ □ □
I enjoy the things I do □ □ □ □
I feel nervous and anxious □ □ □ □
I feel afraid for no reason at all □ □ □ □
I get upset easily or feel panicky □ □ □ □
I feel like I am falling apart and going to pieces □ □ □ □
I feel calm and can sit still easily □ □ □ □
I fall asleep easily and get a good night’s rest □ □ □ □
I feel energetic or active □ □ □ □
I feel dull or lazy □ □ □ □
I feel tired, worn out, used up or exhausted □ □ □ □
I have been waking up feeling fresh and rested □ □ □ □
I have been happy, satisfied or pleased with my life 0 □ □ □
I have felt well adjusted to my life situation □ □ □ □
I have the lived the kind of life I wanted to □ □ □ □
I have felt keen to tackle my everyday tasks □ □ □ □
I have felt that I could easily handle or cope 
with any serious problem
□ □ □ □
My daily life has been full o f things that were □ □ □ □
interesting to me
xiv
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LARGE SCALE RESEARCH PROJECT
The  comparative Effects of Transformation , Exposure a n d  D istraction  
in  Reducing  the  D istress associated w ith  analogue Post-traum atic
Images
165
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1 Abstract
Traumatic visual images are a central feature of post-traumatic stress disorder and are 
commonly experienced as distressing. The distress associated with these images 
typically leads to their avoidance, which appears to play a critical role in the 
maintenance of PTSD. Therefore, it has been proposed that strategies that reduce this 
distress might be of therapeutic benefit. Anecdotal evidence suggests that transforming 
visual images, for example, by decreasing their size might be an effective strategy for 
reducing their distress. However, this has yet to be established empirically. 
Consequently, this study aimed to evaluate the comparative effects of this strategy, 
exposure (known to be effective in treating PTSD symptomatolgy) and distraction, 
which formed the control, on the distress associated with traumatic images.
The effects of transforming traumatic images, exposure and distraction on both mood 
(e.g. anxiety) and image characteristic's (e.g. vividness) were examined immediately 
following intervention and at three-day follow up. The comparative frequency of 
intrusive images experienced during the three-day follow period was also evaluated. An 
analogue design was used in which traumatic images were induced in a normal 
population by means of distressing videotape.
The transforming strategy was found to be effective in reducing the overall distress 
associated with traumatic visual images. It was superior to exposure on most measures 
and superior to distraction on several measures immediately following intervention. 
Interestingly, the distraction group was also superior to exposure immediately following 
intervention and the possible reasons for this are discussed. However, by follow up the 
differences between the three groups had disappeared. In addition, no difference in 
frequency on intrusive images between the three groups was found.
Findings are discussed in terms of their potential clinical implications for the treatment 
of PTSD. For example, although both exposure and transforming an image were 
effective in the long term, only the transforming strategy resulted in an immediate 
reduction in distress. It is suggested that this strategy might therefore prove more 
acceptable to clients than exposure, which is commonly experienced as distressing. 
However, the results of this study need to be replicated within a clinical sample. 
Methodological issues relating to the findings are discussed and potential directions for 
further research highlighted.
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2 Introduction
2.1 Intrusive Imagery and PTSD
It is now widely accepted that post-traumatic stress disorder (PTSD) occurs in a 
significant proportion of individuals exposed to traumatic events (Canterbury & Yule, 
1999). One of the main characteristics of PTSD is the involuntary re-experiencing of the 
traumatic event (Ehlers & Steil, 1995). These intrusive recollections can be verbal 
thoughts, images, or both. However, evidence suggests that images are more common 
than thoughts and that these images are most likely to be visual (Ehlers & Steil, 1995). 
Not only are post-traumatic images a salient aspect of PTSD symptomatology (Peterson, 
Prout & Schwarz, 1991), but as discussed earlier in this chapter (pp. 108-127), they also 
appear to play a potentially critical role in the maintenance and development of PTSD. 
This clearly has implications for treatment, given that targeting factors which contribute 
to the maintenance of a disorder is considered to be central to the effective treatment of 
that disorder.
Post-traumatic images tend to have a disorganised and fragmented quality (Hackmann,
1998), to be intrusive and persistent (Ehlers & Steil, 1995) and are frequently experienced 
as distressing (Brewin, Dagleish & Joseph, 1996). Indeed, these images tend to be 
accompanied by intense affect and high levels of physiological arousal (Brewin et al., 
1996). However, as Ehlers and Steil (1995) have argued, the distress associated with 
these images is not inherent. Indeed, the distress is considered to stem from an 
individual's interpretation of either the meaning of having the image or the meaning 
contained within the content of the image. This implies that negative appraisals will 
result in higher levels of distress. For example, a person is more likely to experience 
post-traùmatic images as distressing if they perceive them to be a sign that they are 
going crazy, as opposed to a part of normal recovery (Ehlers & Steil, 1995). The distress 
that post-traumatic images elicit commonly results in individuals engaging in strategies 
to prevent them from occurring (de Silva & Marks, 1999; Ehlers & Steil, 1995). These 
avoidance strategies may be cognitive or behavioural. Examples of cognitive strategies 
include: trying to suppress the image; using distraction; avoiding thinking about the 
trauma; dissociation and numbing; and rumination (worry) (de Silva & Marks, 1999; 
Ehlers & Steil, 1995). Examples of behavioural strategies include: avoidance of cues that 
might trigger the images; not talking about the trauma for fear that this will bring the
167
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images to mind; and alcohol and drug abuse (de Silva & Marks, 1999; Ehlers & Steil, 
1995). However, as discussed earlier in this chapter (pp. 108-127), research indicates that 
these avoidance strategies are counterproductive as they tend to result in the persistence 
of post-traumatic images and in some cases, such as when suppression is used, may 
have the paradoxical effect of increasing their frequency (e.g. Clark, Pape & Ball, 1991; 
Trinder & Salkovskis, 1994). A vicious cycle in which post-traumatic images oscillate 
with attempts to avoid these images develops. Strategies used to prevent post-traumatic 
images from occurring have most commonly been considered to maintain these images 
by preventing habituation. Ehlers and Steil (1995), however, have suggested that they do 
so by preventing the meaning of these images from being modified.
Cognitive theories of PTSD (e.g. Horowitz, 1986; Foa & colleagues, 1986, 1993, 1996; 
Brewin et al., 1996)1 regard emotional processing, for which re-experiencing is 
considered to be necessary (Rachman, 1990), as being central to the resolution of the 
traumatic experience. In this context, emotional processing refers to the process by 
which trauma related information is integrated into an individual's existing schemata 
(Brewin et al., 1996). Cognitive theories therefore conceptualise PTSD as developing 
when emotional processing is either prevented or incomplete and, given that re- 
experiencing is considered vital to successful emotional processing, to be the result of 
inadequate or sub-optimal exposure to memories of the trauma (Rachman, 1990). 
Consequently, the avoidance strategies described above are likely to result in the 
development and persistence of PTSD by preventing adequate exposure to memories of 
the trauma. Conversely, strategies that promote exposure to post-traumatic memories 
should facilitate emotional processing and result in an improvement in PTSD 
symptomatology. Hence, one way in which an individual might recover from PTSD is 
by confronting images of their traumatic experience (i.e. exposure). Alternatively, if as 
Ehlers and Steil (1995) have argued, the idiosyncratic meaning of a post-traumatic image 
determines how distressing it is, changing the meaning of this image should decrease 
the distress it engenders, thereby reducing the impetus for its avoidance and promoting 
emotional processing. Individuals with PTSD commonly perceive their images of the 
trauma to be uncontrollable and overwhelming. Consequently, strategies, which
1 Cognitive theories are considered to offer the most comprehensive formulations of the role of 
intrusive imagery in both the development and maintenance of PTSD.
168
Research Chapter: Large Scale Research Project
challenge such beliefs, would be expected to decrease the distress this image elicits. 
Hackmann (1998) has suggested that one such strategy might be manipulating the image 
in some way, such as changing its size.
Evidence for the potential benefits of either confronting post-traumatic images or 
challenging the idiosyncratic meaning of these images will be considered by evaluating 
those currently practised treatments for PTSD which primarily involve working with 
imaginai traumatic memories using similar strategies.
2.2 Treatments for PTSD involving the Use of Imaginai Traumatic Memories
2.2.1 The Use of Imaginai Exposure in the Treatment of PTSD
There are a number of treatments, including systematic desensitisation, implosive 
therapy (flooding), image habituation training and prolonged exposure, which involve 
exposure to traumatic images (Richards & Lovell, 1999). Exposure-based therapies are 
based on the premise that exposure to feared stimuli will eventually lead to a reduction 
in the fear associated with the stimuli, a process termed habituation (Richards & Lovell,
1999). It therefore involves confrontation with the feared stimuli, either in imagination 
(i.e. to images and thoughts about the stimuli) or in vivo (i.e. to real objects or situations). 
Given that individuals with PTSD are afraid of thinking about (i.e. imagining) the 
trauma they have experienced, most PTSD exposure-based treatments use imaginai 
exposure which therefore form the focus of the proceeding discussion (Richards & 
Lovell, 1999; Solomon & Shalev, 1995). Typically, the client is instructed to replay the 
traumatic event in their imagination and to recount it aloud to the therapist. Exposure is 
prolonged and repeated until arousal levels reduce to an acceptable level, which 
Richards and Lovell (1999) have suggested should be at least 50% below peak levels.
A large number of single case studies have demonstrated the effectiveness of exposure- 
based therapies amongst survivors of a wide range of traumas including, war veterans 
(Keane & Kaloupek, 1982), assault survivors (Richards, 1989), road traffic accident 
victims (McCaffery & Fairbank, 1985) and both rape and sexual assault survivors (Lovell, 
1992; Pearson, Poquette & Wasden, 1983). In addition, a number of controlled studies 
evaluating the effectiveness of imaginai exposure have been carried out. For example.
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Keane, Fairbank, Caddell and Zimering (1989) conducted a randomised clinical trial 
comparing implosive therapy with a waiting-list control in Vietnam combat veterans 
meeting diagnostic criteria for PTSD. Exposure was found to be significantly superior to 
the control group for some PTSD measures, specifically the re-experiencing symptoms 
and also, though to a lesser extent, hyperarousal symptoms. In addition, those 
participants receiving implosive therapy showed significant improvement in anxiety and 
depression compared to those in the waiting-list control. The changes were maintained 
at six-month follow-up. The study was limited because it did not control for the 
possibility that non-specific factors such as therapist contact might have been 
responsible for the differences between the two groups. However, Cooper and Chun 
(1989) similarly found exposure to be effective in improving PTSD symptomatology in a 
study which did control for non-specific factors. In this study clients who received a 
"standard" PTSD treatment (n = 7) were compared with those who received imaginai 
exposure in addition to the standard treatment (n = 7). The results indicated that 
exposure increased the effectiveness of the standard treatment, particularly with regards 
to reducing re-experiencing symptoms and sleep disturbances. In contrast to Keane et 
als (1987) study, exposure was found to have little effect on depression or anxiety. 
Cooper and Clum (1989) caution that conclusions from the study should be considered 
preliminary as a consequence of the small sample size.
Foa, Rothbaum, Riggs and Murdock (1991) evaluated the comparative effectiveness of 
prolonged exposure, stress inoculation training (SIT), supportive counselling and a 
waiting list control with 45 rape survivors meeting PTSD diagnostic criteria. This study 
has been considered to be one of the most sophisticated controlled trials of PTSD 
treatments to date (Richards & Lovell, 1999). Although all treatment conditions 
evidenced improvement, both prolonged exposure and SIT were found to be 
significantly superior to supportive counselling and relaxation in improving PTSD 
symptoms immediately following treatment. More interestingly, at 3.5 month follow up 
there was a trend for prolonged exposure to be superior to SIT. A second study of rape 
survivors with PTSD compared prolonged exposure, SIT, a group treated with a 
combination of prolonged exposure and SIT and a waiting list control group (Foa, 1995, 
cited in Jaycox & Foa, 1996). All three active treatments showed significant 
improvements in PTSD symptoms immediately following treatment, which were 
maintained at follow up. However, on an index of good end-state functioning
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prolonged exposure showed superiority to SIT. Good end-state functioning was defined 
as a 50% improvement in PTSD symptoms, a Beck Depression Inventory score of less 
than seven and a State Trait Anxiety Inventory score of less than 35.
A relatively new and controversial exposure technique, eye movement desensitisation 
reprocessing (EMDR), combines imaginai exposure with saccadic eye movements 
(Jaycox & Foa, 1996). Although there is an abundance of case studies, which attest to the 
efficacy of EMDR, there are few well-controlled trials (Smith & Yule, 1999). Moreover, a 
number of these controlled trials remain unpublished making it difficult to evaluate their 
strengths and weaknesses, for example, whether participants were randomly assigned to 
groups or the type of outcome measures used (Smith & Yule, 1999). In a review of the 
current evidence for the efficacy of EMDR, Smith and Yule (1999) conclude that EMDR is 
better than no treatment Its efficacy compared to other treatment strategies, however, 
remains unclear (Jaycox & Foa, 1996). Although eye movements are considered to be the 
critical element of EMDR, Pitman et al. (1996, cited in Jaycox & Foa, 1996) found no 
differences between EMDR and eyes-fixed exposure, both groups showing modest 
improvements on PTSD symptoms. It is also important to note that EMDR incorporates 
cognitive restructuring and it may be possible that this, either alone or in combination 
with exposure, is the key to EMDR's efficacy.
Clearly therapies which involve confronting imaginai memories of the traumatic 
experience are effective in ameliorating many of the symptoms of PTSD, although, as 
argued by Solomon and Shalev (1995) cannot be considered curative. Moreover, many 
individuals find confronting images of their traumatic experience to be highly aversive 
which may contribute to the high drop out rates noted in this form of treatment. Foa et 
al. (1991), for example, reported that 18% of participants receiving exposure did not 
complete treatment. In addition, high levels of distress may serve to strengthen 
individuals' avoidance of their traumatic memories if this distress causes them to 
terminate exposure prematurely, that is, before anxiety levels have reduced (Pitman, 
Altman & Greenwald, 1991). Avoidance is considered central to explaining maintenance 
of anxiety disorders (Ehlers & Steil, 1995). Treatment approaches focusing on imaginai 
exposure that fail to build in appropriate stress management skills for associated anxiety 
have also been criticised on the grounds that they may lead to further emotional harm of 
the trauma victim (Kilpatrick & Best, 1984).
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Pitman et al. (1991) have noted that imaginai exposure may lead to complications. In an 
analysis of six cases, they found evidence that such exposure exacerbated depression, led 
to relapse of alcoholism, precipitated panic disorder, and in one case resulted in a 
worsening of PTSD symptoms. In the cases presented, although exposure to imaginai 
traumatic memories reduced the anxiety associated with these memories, it also 
appeared to stimulate negative appraisals relating to the trauma experience. These post­
trauma appraisals were commonly accompanied by shame, guilt, and anger (Pitman et 
al., 1991). For example, a Vietnam combat veteran became increasingly depressed and 
guilty over his inaction at the time of the trauma following imaginai exposure. Pitman et 
alsz (1991) findings suggest that addressing the meaning contained within imaginai post- 
traumatic memories may be a critical component of PTSD treatment.
2.2.2 The Use of Cognitive Strategies in the Treatment of PTSD 
Cognitive Therapy
Although the term "cognitive therapy" refers to a number of different approaches, the 
cognitive therapy outlined by Beck is the most widely described and used (Richards & 
Lovell, 1990). Beck's form of cognitive therapy primarily involves teaching clients to 
challenge and modify maladaptative cognitions which are thought to underlie negative 
emotions using socratic questioning and guided self discovery (Richards & Lovell, 1999). 
These cognitions may take the form of verbal thoughts or images. In treating PTSD, the 
goal of cognitive therapy is to limit and correct negative appraisals about the trauma, 
behaviours, and consequences of the trauma (Best & Ribbie, 1995). Richards and Lovell 
(1999) have suggested that cognitive restructuring may be best used to modify post­
trauma appraisals which lead to the emotional reactions described by Pitman et al. 
(1991), if these emotional reactions fail to change following exposure. Cognitive therapy 
has only recently been used with PTSD (Richards & Lovell) although its use with a range 
of other psychological disorders including depression, panic disorder and generalised 
anxiety disorder is well documented (Beck, 1995). Consequently, there are only a few 
controlled studies evaluating the effectiveness of cognitive therapy in treating PTSD.
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The comparative outcome studies evaluating cognitive therapy which have been carried 
out generally indicate that cognitive interventions are effective in treating PTSD but do 
not appear to be superior to exposure. Marks, Lovell, Noshirvani, Livanou and Thrasher 
(1996), for example, conducted a randomised controlled trial evaluating the comparative 
effectiveness of exposure alone, cognitive restructuring alone, a combination of exposure 
and cognitive restructuring with clients meeting PTSD diagnostic criteria following a 
range of traumas. Relaxation formed the control. Although all groups improved 
significantly, the exposure, cognitive restructuring and the combined exposure and 
cognitive groups were all superior to relaxation immediately after intervention and at 
follow up. There were, however, no differences between these three conditions, all three 
leading to comparative improvements in PTSD symptomatology. Tarrier, Pilgrim, 
Sommerfield, Faragher, Reynolds, Graham and Barrowclough (1999) similarly found 
both imaginai exposure and cognitive restructuring to result in a significant 
improvement on PTSD symptoms and to be comparatively effective. However, they did 
note that a significantly greater number of clients who showed worsening over treatment 
had received imaginai exposure although this effect had disappeared by follow up.
Transforming Images
Cognitive therapy for PTSD has tended to make indirect rather than direct use of 
imaginai traumatic memories. Distorted and emotionally upsetting meanings relating to 
these traumatic memories have generally been elicited in the form of verbal thoughts 
and then modified using the verbal techniques and behavioural experiments which 
characterise cognitive therapy (Hackmann, 1998; Richards & Lovell, 1999). Hackmann 
(1998) has suggested that the meaning encapsulated in imaginai traumatic memories 
might also be modified by altering the images themselves. Many traumatic images are 
frozen at the worst point of the trauma. Hackmann proposes that, in such a case, simply 
instructing the client to let the image run on in time may be sufficient to modify the 
meaning of the image, for example, reminding the individual how the catastrophé 
resolved. In addition, Hackmann (1998) suggests that the meaning of having intrusive 
traumatic images, for example, that these images are a sign of impending breakdown, 
might also be modified by transforming the images in some way. Hackmann proposes 
that putting an image on an imaginary screen might serve to demonstrate to an 
individual that the image is only an image, a product of their mind and one over which 
they have control. It may also emphasise the fact that the events contained within the
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image belong to the past. Hackmann describes how a female client who was 
experiencing distressing imaginai memories of sexual abuse was helped by putting the 
images onto an imaginary screen and imaging smashing the screen. In this case the 
meaning of the image is changed at the meta-level; what is changed is the meaning of 
having the image rather than the meaning contained within the image. Hackmann 
argues that it is not enough to simply substitute an alternative image or add a happy 
ending which could both be construed as forms of avoidance. The meaning of the image 
must be changed. As discussed above avoidance has been found to be a 
counterproductive way of managing post-traumatic images.
2.3 Aims of Current Study
Whilst there is anecdotal evidence to suggest that transforming traumatic images might 
be an effective strategy for reducing the distress associated with these images there 
appears to be a lack of empirical evidence for this. Consequently, the central purpose of 
the present study was to evaluate whether transforming a traumatic image in some way 
might be an effective strategy for reducing the distress associated with this image. In 
order to do this, the study compared the effects of transforming traumatic visual images 
(in this case by decreasing their size), exposure, and distraction on both the mood (e.g. 
anxiety) associated with, and the characteristics (e.g. vividness) of these images. These 
effects were compared immediately following intervention and again at three-day follow 
up. There is an implicit assumption within the literature relating to post-traumatic 
imagery that certain image characteristics will result in the image being experienced as 
more distressing. However, this has not been established empirically. Consequently, an 
exploratory aim of this study was to evaluate the relationship between the degree of 
distress elicited by a traumatic image and the characteristics of this image including, 
how vivid, real, unpleasant, controllable, overwhelming and intrusive the image was 
perceived to be.
As discussed, exposure has been found to be effective in reducing the distress associated 
with imaginai traumatic memories and was therefore expected to be more effective than 
the distraction strategy, which formed the control. Distraction was chosen as the control 
because it was expected to prevent participants from processing their traumatic images, 
and because it is a strategy which individuals with PTSD typically engage in.
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Participants were given a specific distraction task rather than simply being instructed not 
to think about the images as the latter strategy has been found to result in a rebound 
effect (i.e. increase in image frequency) (Davies & Clark, 1997; Trinder & Salkovskis, 
1994). Although exposure is generally effective, research has suggested that it may not 
always be effective in reducing the distress associated with traumatic images. This 
ineffectiveness has been attributed to the fact that exposure does not change the meaning 
of either having traumatic images or the meaning contained within these images (Ehlers 
& Steil, 1995). Consequently, the transforming strategy was expected to be more 
effective than exposure in reducing the distress associated with traumatic images by 
leading to a modification in the idiosyncratic meaning of these images. The study was 
also concerned with assessing the comparative frequency of images experiencing during 
the three days between intervention and follow up across the three groups.
Due to the preliminary nature of this study, an analogue method was used in which 
traumatic images were induced by showing participants a videotape containing 
traumatic material; in this case scenes of road traffic accidents. Analogue studies have 
previously been successfully used in research relating to traumatic intrusions (e.g. 
Murray, 1997; Davies & Clark, 1997).
2.4 Hypotheses
1. The transforming strategy will be superior to exposure for effects on:
> Mood
> Image characteristics
> Image frequency
2. The transforming strategy will be superior to distraction (control) for effects on:
> Mood
> Image characteristics
> Image frequency
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3. Exposure will be superior to distraction (control) for effects on:
> Mood
> Image characteristics
> Image frequency
4. There will be a significant correlation between ratings of how distressing an 
image is perceived to be and the following image characteristics:
> Vividness
> How real an image is
> Unpleasantness
> Controllability
> Intrusiveness
> How overwhelming an image is
Direct correlations were expected for all image characteristics except image 
controllability, for which an inverse relationship with image distress was anticipated.
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3 Methodology
3.1 Experimental Design
A three-group experimental design with repeated measures (3 [Group] x 4 [Period]) was 
used for this experiment which took place over two sessions. Participants were 
randomly allocated to one of three experimental groups. In the first session, all 
participants were shown a videotape of road traffic accidents after which they were 
instructed to bring to mind the image from the videotape which they found to be the 
most upsetting. The three groups then received different instructions relating to this 
image. The exposure group was instructed to continue to think about the image and to 
try and get as clear and detailed a picture as they could whilst noticing the physical and 
emotional feelings they experienced. The transformation group was instructed to 
mentally transform the image, reducing it in size until it was no bigger than a dot. The 
distraction group, which was set up as a control, was instructed to complete a distraction 
task in which they were required to count backwards from 100 to zero in multiples of 
two. Participants were then asked to record the frequency with which the image 
occurred over the next three days including the day they had attended session one of the 
experiment. In the second session participants were asked to bring the image to mind 
and to complete follow-up measures. Assessment of participants in all three 
experimental groups was carried out at baseline (pre-videotape), post-videotape, 
following the experimental intervention and at four day follow up. The dependent 
variables included participants7 mood (e.g. anxiety) and the characteristics of the image 
(e.g. vividness).
3.2 Participants
A total of 55 (41 female, 14 male) participants completed both sessions of the experiment 
(for comparisons of participants who completed both sessions of the experiment and 
those who failed to attend the follow-up session [n = 8], please see the results section). 
The mean age of the sample was 24.76 years with a range from 18 to 57. The exposure 
group consisted of 17 participants (16 female, 1 male; mean age 25.65 years), the 
transformation group of 18 participants (13 female, 5 male; mean age 22.67 years) and the 
distraction group of 20 participants (12 female, 8 male; mean age 25.90 years).
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Participants were recruited from the University of Surrey campus. They were informed 
that the experiment would involve watching a short videotape of road traffic accidents, 
which they might find distressing to watch, and that they would be required to complete 
some questionnaires. Exclusion criteria included having experienced a recent trauma or 
bereavement, or a family history of severe psychiatric illness. In addition, postgraduate 
psychology students were excluded from the study. With the exception of first and 
second year psychology undergraduates, who received course credit for participating in 
the experiment, participants received no incentive for taking part.
3.3 Videotape Contents
The videotape, which lasted approximately 10 minutes, depicted five short scenes of 
road traffic accidents taken by fire and ambulance crews in Germany. Each of the five 
scenes was preceded by a number displayed on the television screen for a few seconds 
and a brief commentary. The commentary provided a context for each scene, explaining 
what was taking place and describing the relationships of the victims. The scenes 
included footage of injured people, people in pain, dead bodies and wrecked vehicles 
(the commentary and a more detailed description of each of the five scenes can be found 
in Appendix 1). Hence, the content of the videotape was similar to that which a victim 
or witness of a road traffic accident might see shortly after the accident. The videotape 
had previously been found to reliably induce intrusive thoughts (Murray, 1997). Before 
watching the videotape, participants were instructed to imagine themselves as a 
bystander at the scene of the accidents. The videotape was shown on a 40cm colour 
television screen.
3.4 Measures
The measures used in this experiment (see Appendix 2 for copies of all measures) were 
incorporated into a questionnaire booklet and diary sheet for ease. These measures 
included:
1. Questions about the gender and age of the participant.
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2. Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock & Erbaugh, 1961). 
The BDI, which assesses severity of depressive symptomatology, is a standardised self- 
report measure containing 21 sets of four statements about depressive cognitions, 
behaviours, and symptoms. Respondents are asked to circle the statements) which best 
describe how they have been feeling over the past week for each of the 21 items. Scores 
for each item range from 0 to 3. The overall score, which is the sum of these individual 
item scores, ranges from 0 to 63. Extensive studies have demonstrated the reliability and 
validity of the BDI (Beck, Steer & Garbin, 1988). It has been found to have a high degree 
of internal consistency with a split-half reliability coefficient of 0.93 (Beck et al., 1961). Its 
test-retest reliability ranges from 0.48 to 0.90 with intervals varying from a few hours to 
several months (Beck et al., 1988). In terms of convergent validity, studies have found 
significant correlations (e.g. +0.65, +0.67) between clinician ratings and BDI scores (Beck 
et al., 1961). In this study, the scale was used to determine the levels of depression 
across the three experimental groups.
3. State-Trait Anxiety Inventory (STAI - Form Y; Spielberger, 1983). This is a 
standardised self-report questionnaire which incorporates two separate scales measuring 
anxiety-state and anxiety-trait respectively. Both scales consist of 20 statements which 
each include either a synonym or antonym of "anxious". Respondents are asked to rate 
how much they agree with each of these statements using a 4-point Lickert scale labelled 
"not at all/  somewhat/ moderately so/very much so", scoring from 0 to 3 for each item. 
The overall score for each scale is the sum of its respective individual item scores and 
ranges from 0 to 60. The STAI is a well-established valid and reliable measure, which 
has been used extensively for research purposes. The internal consistency of the STAI 
(Form Y) is high with Cronbach's alpha varying form 0.87 to 0.92 for the anxiety-state 
scale and from 0.89 to 0.90 for the anxiety-trait scale (Spielberger, 1983). Test-retest 
reliabilities of 0.81 and 0.40 have been found for the state and trait scales respectively 
(Spielberger, 1983). With regards to convergent validity, significant correlations between 
the anxiety-state scale and other anxiety measures, and between the anxiety-trait scale 
and personality tests have been found (Spielberger, 1983). The scales for both anxiety- 
state and anxiety-trait were included in this study in order to assess equivalence across 
the three experimental groups.
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4. Visual analogue scales
Intrusive image scale. Participants were asked to rate how likely they were to have 
intrusive images after watching an upsetting film using a 10-point visual analogue scale, 
labelled from 0 ("not at all") to 100 ("extremely likely"). This was included to evaluate 
potential differences between the three experimental groups given that a participant's 
likelihood of having intrusive images after watching an upsetting film might affect 
his/her responses to the experiment.
Mood rating scales. Participants were asked to rate the following moods - "upset", 
"happy", "anxious", "sad" and "angry" - on 10-point scales which were labelled from 0 
to 100 and anchored at each end with statements such as "not at all upset" and 
"extremely upset" respectively. These were administered at baseline, post-videotape, 
after the experimental intervention and at follow up in order to assess both the effect of 
the videotape and the comparative effect of the different experimental interventions on 
participants' mood across time.
Image characteristic scales. Ten-point visual analogue scales were also used to assess the 
characteristics of participants' images including how: "distressing", "vivid",
"unpleasant", "real", "controllable", "intrusive" and "overwhelming" the image was. 
Similar to the mood scales, the image characteristic scales were labelled from 0 to 100 
and anchored at each end with statements such as "not at all vivid" and "extremely 
vivid" respectively. These scales were administered at all time periods except baseline 
and were used to evaluate the comparative effect of the different experimental 
interventions on image characteristics across time.
5. Diary. Participants were asked to complete a diary for three days following session 
one, including the day they had attendee^ session one. The diary was divided into three 
hour time periods for waking hours (e.g. 8a.m. - 11a.m., 11a.m. - 2p.m., 2p.m. - 5p.m., 
5p.m. - 8p.m., 8p.m. - sleep). For each time period, participants were asked to record 
how many times the image they had brought to mind after watching the videotape 
intruded, and to rate, on average, how distressing and vivid these images were. 
Participants were also asked to record the number of times any other images relating to 
the videotape occurred during each time period. A similar diary method had previously
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been used successfully to collect data regarding intrusions in studies by both Trinder 
and Salkovskis (1994) and Murray (1997).
3.5 Procedure
Ethical approval was sought and obtained from the University of Surrey Ethical 
Committee before commencing the study (copies of the correspondence and final 
approval letter can be found in Appendix 3). Participants were initially approached with 
general written information about the experiment (Appendix 4) and an appointment 
made with those people willing to take part. The experiment was run in groups varying 
in size with a minimum of one and maximum of five participants in each group. These 
groups were alternately allocated to one of the three experimental conditions. The 
experiment was conducted in two sessions each lasting approximately 30 minutes and 15 
minutes.respectively. The procedure for each of these sessions is summarised below.
3.5.1 Session 1
Verbatim instructions for session one can be found in Appendix 5. Participants were 
given a brief description of the experiment by the investigator and an opportunity to ask 
questions before being asked to fill in a consent form (Appendix 4). They were then 
asked to answer questions regarding demographic details and to complete the following 
baseline measures: the intrusive image scale, BDI, STAI-S, STAI-T and mood scales. On 
completion of these measures, participants were shown the videotape of road traffic 
accidents and were then asked to bring to mind the image from the videotape which 
they had found to be the most upsetting. After a 15 second pause, participants were 
instructed to complete both the mood and image scales. In order to maximise the impact 
of the videotape, the lighting was dimmed during its viewing.
After completing the mood and image scale, participants were given instructions relating 
to the image they had brought to mind, which differed according to which experimental 
group they had been allocated. Participants in the exposure group were instructed to:
"... continue to think about the image you brought to mind. Try to get as detailed and clear a 
picture of this image as you are able to. As you continue thinking about the image, notice what 
you see and hear, and also notice the physical and emotional feelings you experience".
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Participants in the transformation group were instructed to:
.. imagine that the image you brought to mind is on a video screen and that you can use a 
remote control to change the size of the image on the screen. Use the remote control to decrease 
the image until it is no bigger than a dot."
Participants in the distraction group were instructed to:
.. count from 100 to 0 backwards in multiples of two".
All participants were instructed to continue either thinking about the image, 
manipulating the image or counting backwards, depending on which experimental 
group they had been allocated, until told to stop at the end of two and a half minutes at 
which point they were asked to complete the mood and image scales. Participants' 
exposure to both the image and to the experimental interventions was timed to ensure 
that this was approximately equal for all three experimental groups. After completing 
the mood and image scales participants were given instructions regarding completion of 
the three day diaries and asked to return three days later in order to hand these in and to 
complete a follow up questionnaire. Participants were asked not to talk about the 
experiment until they had completed the follow up to optimise the probability of all 
participants having approximately equal opportunity to process the material from the 
videotape, including the image they had brought to mind.
3.5.2 Session 2
Session two began with the collection of the three-day diaries. Participants were then 
asked to bring to mind the image from the videotape they had been thinking about 
during session one, and after a 15 second pause, to complete the mood and image scales 
(verbatim instructions for session two can be found in Appendix 5). Finally participants 
were debriefed and thanked for their participation. The debriefing included a brief 
outline of the background to the study and a description of the study's aims and 
objectives. In addition, participants were given a contact number for the researchers 
supervisor, who was a qualified clinical psychologist, in the event of experiencing
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difficulties such as continuing to feel distressed by the material in the videotape; no 
participant made use of this.
3.6 Data Analysis
Non parametric tests were used to analyse the experimental data, as some of the 
variables did not meet the assumptions of normality or homogeneity of variance 
required for parametric analyses. Kruskal-Wallis tests, with experimental group as the 
grouping factor, were used to compare the experimental groups for differences in age 
and on the baseline measures (the intrusive image scale, BDI, STAI-S, STAI-T and mood 
scales). The gender balance across the three experimental groups was analysed using 
Fisher's exact tests2 between pairs of groups.
A non-parametric analogue of a repeated measures analysis of variance was used to 
analyse; (i) the effect of the videotape on mood; (ii) the effect of the experimental 
interventions on mood and image characteristics immediately following the 
interventions; and (iii) the effect of the experimental interventions on mood and image 
characteristics at follow up. This non-parametric analogue involved carrying out a series 
of tests, which are summarised in Table 2.1 (overleaf). First, changes between each time 
period were evaluated using Wilcoxon signed ranks tests. Then, Kruskal-Wallis tests of 
the difference scores3 between testing times for each of the dependent variables using 
experimental group as the grouping factor were used to determine whether there were 
any interactions between the degree of change and the experimental groups. Any 
significant group differences were subsequently explored using post hoc Mann-Whitney 
tests. Given that there were no differences between the three experimental groups at 
baseline or after watching the videotape, the direction of change and the nature of the 
differences between the three groups were assessed by inspection of the relevant means.
2 A Chi-squared analysis could not be validly used as the expected frequencies of more than 20% 
of the cells was less than five.
3 "Difference scores" refer to the degree of difference in a particular variable's scores between two 
testing times for each participant (i.e. Xtimei - Xtimei).
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Table 2.1 Summary of Statistical Tests Used for Quantitative Data Analysis
Time Periods and Effects Types of Analysis
1. Baseline to post-video (video)
Video effect Wilcoxon signed ranks test for whole sample
Video * group effect Kruskal-Wallis of difference scores (Xbaseime - Xp0st-video) 
(Grouping factor = experimental group)
Direction o f change Inspection of means
2. Post-video to post-intervention (intervention)
Intervention effect Wilcoxon signed ranks test for exposure, 
transformation, and distraction group separately.
Intervention * group effect Kruskal-Wallis of difference scores(Xp0St-video - XPost- 
intervention) (Grouping factor = experimental group)
Post hoc Mann-Whitney tests
Direction of change and nature of the differences between 
the three experimental interventions
Inspection of means
3. Post-intervention to follow up (follow-up)
Follow up effects Wilcoxon signed ranks test for exposure, 
transformation, and distraction group separately.
Follow up * group effect Kruskal-Wallis of difference scores(Xpost-intervention - 
Xfoiiow-up) (Grouping factor -  experimental group)
Post hoc Mann-Whitney tests
Direction of change and nature of the differences between 
the three experimental interventions
Inspection of means
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Kruskal-Wallis tests were used to compare the three experimental groups for differences 
in: (i) intrusive image frequency, (ii) image vividness ratings; and (iii) image distress 
ratings during the three day period between session one and session two. Tests were 
carried out for each time period (time) and for the three day period as a whole (timetotal) 
(the means for intrusion frequency, vividness ratings and distress ratings for the three 
day period were calculated for this analysis). All time periods represent three hours of 
waking time. Due to the fact that participants took part in session one of the experiment 
at different times of the day, the first time period (timel) refers to the three hours 
immediately following this initial session. Moreover, this resulted in three time periods 
being excluded from analyses as many of the participants did not have data for these 
periods. Consequently, a total of 12 time periods (out of a potential 15) for each 
participant were included in the analyses.
Due to the fact the data was non-parametric, Spearman rank-order correlations were 
used to evaluate the degree of association between the distress a traumatic image elicited 
and the characteristics of this image (i.e. how vivid, real, unpleasant, controllable, 
intrusive or overwhelming the image was perceived to be).
All data analysis was carried out using the Statistical Package for the Social Sciences 
(SPSS) Release 8 for Windows.
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4 Results
4.1 Characteristics of Participants
4.1.1 Comparison of Completers and Non-completers
No significant differences were found between participants who completed both 
sessions of the experiment (completers, n  = 55) and those who failed to attend the follow 
up session (non-completers, n = 8) for gender, the intrusive image scale (intrude), the 
STAI-S and the STAI-T (see Appendix 6 for results of comparisons between completers 
and non-completers). However, significant differences were found for age (Z = -2.74, p 
< .006) and for the BDI (Z = -2.02, p < .044); completers were more likely to be older and 
to have lower BDI scores. Mood ratings at baseline were equivalent across the two 
groups for all moods although there was a trend towards non-completers being more 
sad than completers (Z = -1.86, p > .063). With the exception of anxiety, the effect of the 
videotape on all moods was equivalent between the two groups, with ratings for these 
moods changing significantly in the expected directions. Interestingly, completers7 
anxiety ratings increased significantly (Z = -5.37 p < .000) and by a greater degree than 
non-completers7 anxiety ratings (Z = -2.05, p < .040) which did not differ between 
baseline and after watching the videotape (Z= -0.09, p > .932).
4.1.2 Demographic and Sample Characteristics of the three experimental groups
Group comparisons of demographic characteristics and baseline measures were carried 
out between the three experimental groups: exposure (n = 17); transformation (n = 18); 
and distraction (n = 20). The demographic characteristics of the sample are detailed in 
Table 3.1 (overleaf). A significant difference in gender balance was found between the 
three experimental groups, specifically that the exposure group comprised of 
significantly less males than the distraction group (p < .023). There were no significant 
differences between the three groups in age. The experimental groups did not differ 
significantly on any of the baseline measures, which included: the intrusive image scale 
(intrude); BDI; STAI-S; STAI-T; and the mood variables (upset, happy, anxious, sad, and 
angry). The results of these comparisons can be found in Table 3.1 (overleaf).
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Table 3.1 Demographic and sample characteristics of the three experimental groups
Exposure(E) Transformation(T) Distraction(D) Statistic p-value
SexN(%) Fisher's Exact 
Tests:
Male 1(5.9)» 5(27.8)ab 8(40.0)b E&T .177
Female 16(94.1) 13(72.2) 12(60.0) T& D  
E & D
.506
.023
Age (years) mean (s.d) 25.65(8.10) 22.67(4.74) 25.90(10.72) Chi2(2/55) = 1.21 .546
Intrude mean ('s.d')1 58.82(22.05) 51.18(21.76) 45.00(23.95) Chi2(2,54) = 3.17 .205
BDI mean (s.d) 5.82(3.36) 5.61(5.15) 5.95(3.85) Chi2(2,55) = 0.76 .685
STAI-S mean (s.d) 33.18(7.44) 33.44(9.57) 33.80(9.62) Chi2(2/55) = 0.05 .975
STAI-T mean (s.d) 36.88(6.75) 38.83(11.89) 38.25(10.50) Chi2(2,55) = 0.01 .994
Mood mean (s.d)
median
Upset 20.00(21.79)
20.00
13.89(18.19)
10.00
12.50(18.60)
0.00
Chi2(2,55) = 1.72 .424
Happy 71.76(10.74)
80.00
67.22(23.21)
80.00
70.50(6.86)
70.00
Chi2(2/55) = 1.24 .537
Anxious 25.88(21.52)
20.00
23.89(23.80)
10.00
22.50(28.45)
10.00
Chi2(2,55) = 1.11 .573
Sad 10.00(11.18)
10.00
16.67(24.25)
10.00
8.00(15.76)
0.00
Chi2(2,55) = 2.43 .297
Angry 4.71(8.74)
0.00
11.67(21.76)
0.00
12.50(23.37)
0.00
Chi2(2,55) = 0.52 .773
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20 (unless otherwise 
specified)
Note 2: Means with different superscripts differ significantly (p < 0.05) 
1 Exposure: n = 17; Transformation: n = 17; Distraction: n = 20
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4.2 The Effect of the Videotape on Mood
The mean and median mood ratings for the sample as a whole, both before (baseline) 
and after watching the videotape are presented in Table 3.2. Table 3.2 also summarises 
(i) the effect of the videotape (video) on participants mood, assessed by comparing mood 
ratings at baseline with mood ratings after watching the videotape; and (ii) interactions 
between the effect of the videotape and the experimental groups (video x group), 
assessed by comparing the degree to which mood ratings changed after watching the 
videotape (i.e. the difference between moodbaseiine and moodpost-video) across the three 
groups. The videotape had a significant impact on all mood variables in the expected 
directions; participants became more upset, anxious, sad, angry, and less happy after 
watching the videotape. There were no significant video by group interactions 
indicating that the impact of the videotape was equivalent for all three experimental 
groups.
Table 3.2 The effect of the videotape on mood for all participants
Baseline Post-videotape Statistic p-value
Mood mean (s.d) Video (Z)
median Video * Group (Chi2)
Upset 15.27(19.42) 55.09(26.93) Z = -5.97 .000
10.00 60.00 Chi2(2,55) = 1.68 .432
Happy 69.82(14.97) 35.64(19.98) Z = -6.09 .000
70.00 40.00 Chi2(2/55) = 1.69 .429
Anxious 24.00(24.54) 48.73(27.76) Z = -5.37 .000
10.00 50.00 Chi2(2,55) = 1.78 .411
Sad 11.45(17.99) 56.73(28.22) Z = 5.92 .000
0.00 70.00 Chi2(2,55) = 1.38 .501
Angry 9.82(19.39) 34.18(27.20) Z = -5.11 .000
0.00 30.00 Chi2(2,55) = 4.25 .120
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4.3 Effects of Experimental Interventions on Mood and Image Characteristic Ratings 
immediately following Intervention
4.3.1 Mood Ratings
Table 3.3 summarises: (i) the mean change in mood ratings immediately following the 
experimental interventions (i.e. the difference between m o o d p o s t-v id e o  and m o o d p o s t -  
intervention) for each of the three experimental groups; and (ii) interactions between the 
interventions and the experimental groups for these mood ratings which were assessed 
by comparing mood changes across the three groups. With the exception of angry mood, 
significant intervention by group interactions were found for all moods indicating that 
the degree to which ratings for these moods changed following intervention was not 
equivalent across the three groups. Post hoc tests investigating these interactions (see 
Appendix 7 for summary of results) revealed that, with the exception of anxiety, mood 
ratings for the exposure group changed the least whilst the degree of change in mood 
ratings for both the transformation and distraction groups did not differ. With regards 
to changes in anxiety, there were significant differences between all three groups; 
anxiety ratings changed most for the transformation group and least for the exposure 
group.
Table 3.3 Mean change in mood ratings immediately following intervention
Exposure Transformation Distraction Statistic p-value
Mood change mean (s.d)
Upset -7.06(19.93)a -14.44(10.97)b -13.50(17.25)b Chi2(2,55) = 15.32 .000
Happy 8.24(16.67)= 10.00(16.09)b 13.00(14.55)b Chi2(2,55) = 14.81 .001
Anxious -5.88(16.61)a -15.00(11.50)b -9.00(18.61)c Chi2(2,55) = 16.14 .000
Sad -2.35(19.54)a -15.00(16.54)b -16.50(18.72)b Chi2(2,55) = 10.90 .004
Angry -8.82(11.11) -10.00(12.83) -7.50(12.93) Chi2(2,55) = 1.55 .460
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20
Note 2: Means with different superscripts differ significantly (p < 0.05)
189
Research Chapter: Large Scale Research Project
To determine whether there had been a significant change in mood following 
intervention within the three experimental groups separately, mood ratings after 
watching the videotape were compared with mood ratings following intervention for 
each of the three groups. The results of these comparisons are presented in Table 3.4 
(overleaf). Mood ratings for the exposure group did not change significantly following 
intervention for any of the mood variables with the exception of angry mood for which 
ratings significantly decreased. There was, however, a trend for participants in this 
group to be less happy ( Z = -1.88, p > .061). There was a significant improvement in the 
ratings of all mood variables for both the transformation and distraction groups; 
participants in these groups became happier, and upset, anxious, sad and angry 
following intervention.
Overall, the results presented in this section indicate that the interventions used by the 
transformation and distraction groups were both effective in improving mood. The 
effectiveness of these two interventions was equivalent for all moods except anxiety; 
anxiety ratings for the transformation group decreased by a significantly greater degree 
than anxiety ratings for the distraction group. The intervention used by the exposure 
group had no significant effect on the ratings for any of the mood variables except angry 
for which ratings significantly declined. These results support the experimental 
hypothesis that mood ratings following intervention would improve more significantly 
for the transformation group compared to the exposure group. They do not, however, 
uphold the prediction that mood ratings following intervention would improve more 
significantly for the transformation group in comparison to the distraction group. The 
hypothesis that mood ratings of participants in the distraction group would improve less 
than mood ratings of participants in the exposure group was also not supported. Figures 
3.1a, b, c, d, and e illustrate the comparative effects of the three experimental 
interventions (exposure, transformation, and distraction) on mood ratings for all mood 
variables.
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Table 3.4 The effect of intervention on mood for each experimental group
Post-videotape Post-intervention Statistic p-value
Mood by Experimental Group mean (s.d)
median
Upset
Exposure 62.35(20.47)
70.00
69.41(26.09)
80.00
Z = -1.35 .178
Transformation 57.78(24.15)
65.00
43.33(18.79)
50.00
Z = -3.48 .001
Distraction 46.50(32.49)
60.00
33.00(29.93)
30.00
Z = -3.11 .002
Happy
Exposure 39.41(19.52)
40.00
31.18(17.99)
30.00
Z = -1.88 .061
Transformation 26.67(18.15)
25.00
36.67(21.42)
40.00
Z = -2.39 .017
Distraction 40.50(20.12)
50.00
53.50(22.77)
55.00
Z = -3.09 .002
Anxious
Exposure 50.59(25.61)
50.00
56.47(22.90)
60.00
Z = -1.26 .208
Transformation 54.44(24.06)
65.00
39.44(21.55)
40.00
Z = -3.34 .001
Distraction 42.00(32.22)
45.00
33.00(29.40)
30.00
Z = -2.07 .039
Sad
Exposure 62.35(23.59)
70.00
64.71(26.49)
70.00
Z = -0.49 .627
Transformation 58.89(27.20)
65.00
43.89(26.60)
45.00
Z = -3.20 .001
Distraction 50.00(32.44)
55.00
33.50(31.67)
20.00
Z = -3.18 .001
Angry
Exposure 37.06(24.43)
30.00
28.24(20.38)
30.00
Z = -2.63 .009
Transformation 36.11(26.38)
35.00
26.11(23.04)
20.00
Z = -2.94 .003
Distraction 30.00(30.78)
25.00
22.50(26.73)
15.00
Z = -2.59 .010
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20
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Graphs illustrating the comparative effects of exposure, transformation and distraction on mood
Figure 3.1a Mean Upset scores after watching the 
videotape and after intervention
M ean
Upset
Scores
Figure 3.1b Mean Happy scores after watching the 
videotape and after intervention
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Exposure
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Distraction
After interventionAfter watching
60
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videotape videotape
Figure 3.1c Mean Anxiety scores after watching the 
videotape and after intervention
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Anxiety
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Figure 3.1d Mean Sad scores after watching the 
videotape and after intervention
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Figure 3.1e Mean Angry scores after watching the 
videotape and after intervention
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4.3.2 Image Characteristic Ratings
The mean and median image characteristic ratings for each experimental group immediately 
after watching the videotape, and comparisons of these ratings across these three groups can 
be seen in Table 3.5. There were no significant differences between the experimental groups 
on any of the image characteristic ratings with the exception of the unpleasantness of the 
image. Post hoc tests of this significant difference indicated that participants in the exposure 
group rated their images as being more unpleasant than the participants in either the 
transformation (Z = -2.18, p < .029) or distraction group (Z = -2.29, p < .022) which did not 
differ from each other (Z = -0.45, p > .656).
Table 3.5 Effect of videotape on image characteristics for each experimental group
Exposure Transformation Distraction Statistic p-value
Image Characteristics 
Mean (s.d) 
median
Distressing 84.71(15.05)
90.00
77.78(15.55)
80.00
70.00(25.13)
75.00
Chi2(2,55) = 4.30 .116
Vivid 72.35(17.86)
70.00
73.89(21.99)
80.00
71.50(22.31)
80.00
Chi2(2,55) = 0.32 .854
Unpleasant 90.59(8.99)=
90.00
78.89(17.79)^
80.00
72.50(25.73)^
80.00
Chi2(2,55) = 6.63 .036
Real 83.53(17.30)
90.00
83.33(19.70)
90.00
87.00(13.02)
90.00
Chi2(2,55) = 0.31 .856
Controllable 68.23(19.12)
70.00
68.33(22.03)
70.00
64.00(23.49)
70.00
Chi2(2,55) = 0.32 .851
Intrusive 54.12(27.85)
60.00
56.67(22.23)
60.00
50.50(23.95)
50.00
Chi2(2,55) = 0.56 .755
Overwhelming 49.41(28.83)
50.00
57.78(23.40)
70.00
45.50(26.45)
40.00
Chi2(2,55) = 2.20 .333
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20 (unless otherwise specified)
Note 2: Means with different superscripts differ significantly (p < 0.05)
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Table 3.6 summarises: (i) the mean change in image characteristic ratings immediately after 
the experimental interventions (i.e. the difference between im agepost-video and im agep ost-  
intervention); and (ii) interactions between the interventions and the experimental groups for 
these image characteristic ratings which were assessed by comparing changes in image 
characteristic ratings across the three groups. Significant intervention by group interactions 
were found for all image characteristics except controllable. Post hoc tests were used to 
clarify the pattern of these results (see Appendix 7 for summary of results). Changes in 
ratings of how distressing or vivid images were differed significantly between the three 
experimental groups; ratings changed the most for the transformation group and the least 
for the exposure group. With regards to how unpleasant or real images were, changes in 
ratings for the transformation group decreased by a significantly greater degree than those 
for either the exposure or distraction groups which did not differ from each other. Ratings 
of how intrusive or overwhelming an image was decreased to a significantly lesser degree 
for the exposure group than the transformation and distraction groups; the degree to which 
ratings changed for the transformation and distraction groups did not differ. There was no 
significant intervention by group interaction for controllable indicating that the degree of 
change for this image characteristic was equivalent for all three experimental groups.
Table 3.6 Mean change in image characteristic ratings immediately following intervention
Exposure Transformation Distraction Statistic p-value
Image change mean (s.d)
Distressing -2.94 (16.49)a -28.33(20.07)b -14.00(15.69)c Chi2(2/55) = 16.43 .000
Vivid -2.94(15.72)* -26.67(20.00)b -12.50(17.43)c Chi2(2,55) = 18.97 .000
Unpleasant -7.65(12.00)a -22.78(18.09)b -11.50(14.61)3 Chi2 (2,55) = 7.38 .025
Real -2.94(16.U)a -26.11(18.19)b -10.50(16.69)3 Chi2(2,55) = 14.23 .001
Controllable 4.12(28.30) 8.89(18.44) 2.00(20.93) Chi2(2,55) = 1.92 .384
Intrusive -1.18(17.99)3 -18,33(17.24)b -16.00(19.03)b Chi2(2,55) = 11.94 .003
Overwhelming -5.88(18.39)3 -22.22(18.01)b -16.50(23.00)b Chi2(2,55) = 16.15 .000
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20
Note 2: Means with different superscripts differ significantly (p < 0.05)
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Table 3.7 (overleaf) summarises the mean and median ratings of all image characteristics, 
both after watching the videotape and following intervention, for each of the three 
experimental groups. The results of comparisons of these two sets of ratings for each 
experimental group, which were carried out to determine whether there had been a 
significant change in any of the image characteristics within the three experimental groups 
separately, are also presented. Ratings for the exposure group did not change significantly 
following intervention for any of the image characteristics with the exception of the 
unpleasantness of an image, for which ratings significantly decreased. With the exception 
of the controllability of an image, there was a significant improvement in the ratings of all 
image characteristics for both the transformation and distraction groups following 
intervention; ratings of how distressing, vivid, unpleasant, intrusive and overwhelming an 
image was deemed to be all decreased significantly.
Overall the results presented in this section indicate that the interventions used by the 
transformation and distraction groups were both effective in improving all image 
characteristics ratings with the exception of controllability. The intervention used by the 
transformation group was more effective in reducing ratings of how distressing, vivid, 
unpleasant or real an image was perceived to be than the intervention used by the 
distraction group. However, for ratings of how intrusive or overwhelming an image was, 
the two interventions were equivalently effective. The intervention used by the exposure 
group had no significant effect on the ratings of any of the image characteristics with the 
exception of unpleasantness for which ratings significantly declined. These results support 
the hypothesis that image characteristic ratings following intervention would improve most 
for the transformation group when compared to the exposure group. Moreover, for ratings 
of how distressing, vivid, unpleasant, or real an image was, the results uphold the 
prediction that these ratings would improve more significantly for the transformation group 
in comparison to the distraction group. However, for ratings of how controllable, intrusive, 
or overwhelming an image was this prediction is not upheld. The hypothesis that the 
ratings for participants in the distraction group would improve less than participants in the 
exposure group was not supported. Figures 3.2a, b, c, d, e, f, and g illustrate the 
comparative effects of the three experimental interventions (exposure, transformation, and 
distraction) on ratings for all image characteristics.
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T able 3 .7  E ffect o f  in terven tion  o n  im a g e  characteristics for each  exp erim en ta l g ro u p  (continued overleaf)
Post-videotape Post-intervention Statistic p-value
Image by Experimental Group
mean (s.d.)
median
Distressing
Exposure 84.71(15.05) 81.76(20.07) Z = -0.53 .597
90.00 80.00
Transformation 77.78(15.55) 49.44(20.99) Z = -3.64 .000
80.00 50.00
Distraction 70.00(25.13) 56.00(27.99) Z = -3.22 .001
75.00 65.00
Vivid
Exposure 72.35(17.86) 75.29(25.03) Z = -0.86 .389
70.00 80.00
Transformation 73.89(21.31) 47.22(23.47) Z = -3.54 .000
80.00 45.00
Distraction 71.50(22.99) 59.00(22.45) Z = -2.68 .007
80.00 60.00
Unpleasant
Exposure 90.59(8.99) 82.94(13.12) Z = -2.34 .019
90.00 80.00
Transformation 78.89(17.79) 56.11(20.90) Z = -3.31 .001
80.00 60.00
Distraction 72.50(25.73) 61.00(28.82) Z = - 2.96 .003
80.00 70.00
Real
Exposure 83.53(17.30) 80.59(15.60) Z = -1.04 .297
70.00 80.00
Transformation 83.33(19.70) 57.22(22.44) Z = -3.54 .000
90.00 60.00
Distraction 87.00(13.02) 76.50(21.34) Z = -2.72 .007
90.00 80.00
Controllable
Exposure 68.23(19.12) 64.12(22.38) Z = -0.57 .570
70.00 70.00
Transformation 68.33(22.03) 77.22(21.09) Z = -1.77 .076
70.00 85.00
Distraction 64.00(23.49) 66.00(29.09) Z = -0.55 .582
70.00 75.00
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20
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Table 3.7  The effect of intervention of image characteristics for each experimental group (continued)
Post-videotape Post-intervention Statistic p-value
Intrusive
Exposure 54.12(27.85) 55.29(25.52) Z = -0.23 .819
60.00 60.00
Transformation 56.67(22.23) 38.33(19.17) Z = -3.24 .001
60.00 40.00
Distraction 50.50(23.95) 34.50(23.50) Z = -3.37 .001
50.00 30.00
Overwhelming
Exposure 49.41(28.83) 55.29(28.53) Z = -1.31 .192
50.00 60.00
Transformation 57.78(23.40) 35.56(19.77) Z = -3.41 .001
70.00 40.00
Distraction 45.50(26.45) 29.00(24.47) Z = -3.33 .001
40.00 20.00
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20
Graphs illustrating the comparative effects of exposure, transformation and distraction 
on image characteristics (continued overleaf)
Figure 3.2a Mean Distressing scores after watching the 
videotape and after intervention
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Graphs illustrating the comparative effects of exposure, transformation and distraction
on image characteristics (continued)
Figure 3.2c Mean Unpleasant scores after watching the 
videotape and after intervention
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Figure 3.2d Mean Real scores after watching videotape 
and after intervention
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Figure 3.2f Mean Intrusive scores after watching
Figure 3.e Mean Controllable scores after watching the 
videotape and after intervention
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Figure 3.2g Mean Overwhelming scores after watching 
videotape and after intervention
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4.4 Effect of Intervention on Mood and Image Characteristic Ratings at Follow-up.
4.4.2 Mood Ratings
Table 3.8 summarises the mean change in mood ratings between intervention and follow-up 
(i.e. the difference between m oodpo st-in te rv en tk m  and m o o d fo iio w -u p )  for each of the three 
experimental groups, and comparisons of these changes across the three groups. The results 
of these comparisons indicate that there were significant differences between the three 
experimental groups in the degree to which mood ratings had changed by the follow-up 
session for all except angry mood. Post hoc tests revealed that ratings of upset and sad 
mood decreased most for the exposure group, whilst the transformation and distraction 
groups did not differ in the degree to which these ratings changed. The tests also revealed 
that ratings of happy and anxious mood changed by a significantly greater degree for the 
distraction group compared to the exposure group. No significant differences in the degree 
to which ratings for these two moods changed were found either between the exposure and 
transformation groups, or between the transformation and distraction groups.
Table 3.8 Mean change in mood ratings at follow-up
Exposure Transformation Distraction Statistic p-value
Mood change mean (s.d)
Upset -56.47(23.96)* -22.22(19.87)^ -13.50(20.84)b Chi2(2,55) = 22.15 .000
Happy1 35.88(22.65)* 23.33(28.90) *b 15.79(27.14)b Chi2(2,54) = 6.11 .047
Anxious -35.29(21.25)* -22.22(20.45)*b -14.50(25.64)b Chi2(2,55) = 8.43 .015
Sad -46.47(24.48)* -16.67(27.01)b -12.00(25.67)b Chi2(2/55) = 14.05 .001
Angry -17.65(18.88) -13.33(20.58) -6.50(21.59) Chi2(2,55) = 3.28 .194
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n= 20 (unless otherwise specified) 
Note 2: Means with different superscripts differ significantly (p < 0.05)
1 Exposure: n = 17; Transformation: n = 18 ; Distraction: n = 19,
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The mean and median ratings of all moods, both immediately after intervention and at 
follow-up, and comparisons of these two sets of ratings are presented in Table 3.9 (overleaf). 
These comparisons were carried out to evaluate whether there had been a significant change 
in mood ratings for each experimental group separately. The results show that ratings for 
all moods except angry improved significantly between the intervention and follow up for 
all three experimental groups. With regards to angry mood, whilst ratings for both the 
exposure and transformation groups had decreased significantly by follow-up, ratings for 
the distraction group had not changed. Comparisons of mood ratings across the three 
experimental groups at follow up (see Appendix 7 for results) indicated that by this point 
there are were no differences in mood ratings between the three groups.
The results presented in this section show that, with the exception of angry mood, mood 
ratings for all three experimental groups improved significantly between intervention and 
follow up. However, the degree to which ratings changed did not support the experimental 
hypotheses that, between intervention and follow-up, ratings would improve most for the 
transformation group and least for the distraction group. Moreover, there was no difference 
in final outcome between the experimental groups, mood ratings for all three groups being 
equivalent at follow up. Figures 3.3a, b, c, d, and e illustrate the comparative effects of 
exposure, transformation, and distraction on mood between intervention and follow-up.
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Table 3.9 Mood ratings at follow up for each experimental group
Post-intervention Follow-up Statistic p-value
Mood bv Experimental Group mean (s.d)
median
Upset
Exposure 69.41(26.09)
80.00
12.94(14.04)
10.00
Z = -3.54 .000
Transformation 43.33(18.79)
50.00
21.11(15.30)
20.00
Z = -3.01 .003
Distraction 33.00(29.93)
30.00
19.50(17.91)
20.00
Z = -2.57 .010
Happy
Exposure 31.18(17.99)
30.00
67.06(17.95)
70.00
Z = -3.45 .001
Transformation 36.67(21.42)
40.00
60.00(19.40)
70.00
Z = -2.77 .006
Distraction1 ; 53.50(22.77)
55.00
68.42(16.08)
70.00
Z = -2.31 .021
Anxious
Exposure 56.47(22.90)
60.00
21.18(19.33)
20.00
Z = -3.54 .000
Transformation 39.44(21.55)
40.00
17.22(17.08)
10.00
Z = -3.18 .001
Distraction 33.00(29.40)
30.00
18.50(24.98)
5.00
Z = -2.29 .022
Sad
Exposure 64.71(26.49)
70.00
18.24(23.25)
10.00
Z = -3.53 .000 .
Transformation 43.89(26.60)
45.00
27.22(18.73)
30.00
Z = -2.41 .016
Distraction 33.50(31.67)
20.00
21.50(24.98)
10.00
Z = -Z19 .028
Angry
Exposure 28.24(20.38)
30.00
10.59(12.98)
10.00
Z = -2.96 .003
Transformation 26.11(23.04)
20.00
12.78(14.47)
10.00
Z = -2.32 .021
Distraction 22.50(26.73)
15.00
16.00(27.22)
0.00
Z = -1.27 .204
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20 (unless otherwise specified)
1 Exposure: n =17; Transformation: n = 18; Distraction: n = 19.
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Graphs illustrating the comparative effects of exposure, transformation and distraction 
on mood between intervention and follow-up
Figure 3.3a Mean Upset scores after intervention 
and at follow up
Figure 3.3b Mean Happy scores after intervention 
and at follow-up
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Figure 3.3c Mean Anxious scores after intervention 
and at follow-up
Figure 3.3d Mean Sad scores after intervention and 
at follow-up
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Figure 3.3e Mean Angry scores after intervention 
and at follow-up
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4.4.2 Image Characteristic Ratings
The mean change in image characteristic ratings that occurred between intervention and 
follow up (i.e. the difference between imagepost-intervention and im agefoiiow -up), and comparisons 
of these ratings across the three experimental groups are summarised in Table 3.10. With 
the exception of how unpleasant or controllable an image was deemed to be, the degree to 
which image characteristic ratings changed between intervention and follow-up were not 
equivalent across the three groups. However, differences between the three groups in 
ratings of the unpleasantness and controllability of an image were significant at trend level. 
Post hoc tests (see Appendix 7 for summary of results) indicated that image characteristic 
ratings changed most for the exposure group, whilst the degree of change in image 
characteristic ratings for the transformation and distraction groups did not differ.
Table 3.10 Mean change in image characteristics at follow-up
Exposure Transformation Distraction Statistic p-value
Image change mean (s.d)
Distressing -38.82(25.95)a -13.33(18.47)b -14.50(21.14) b Chi2(2,55) = 11.75 .003
Vivid -41.76(27.89)= -11.67(17.91)b -13.50(29.25) b Chi2(2,55) = 12.64 .002
Unpleasant -25.88(25.26)= -10.00(21.69) -7.50(24.47) Chi2(2,55) = 5.46 .065
Real -37.65(26.11)= -8.33(26.40)b -14.00(20.37)b Chi2(2,55) = 11.65 .003
Controllable 24.12(22.65) 6.67(17.49) 19.50(28.74) Chi2(2/55) = 5.03 .081
Intrusive -38.82(22.88)= -16.11(16.14) b -15.00(20.65) b Chi2(2,55) = 11.54 .003
Overwhelming -45.29(27.41)= -23.89(15.01)b -19.00(22.69)b Qti2(2,55) = 9.58 .008
N otel: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20 
Note 2: Means with different superscripts differ significantly (p < 0.05)
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To determine whether there had been a significant change in image characteristics following 
intervention within the three experimental groups separately, image characteristic ratings 
after intervention were compared with image characteristic ratings at follow up for each of 
the three groups. The results of these comparisons are summarised in Table 3.11 (overleaf). 
Ratings of all image characteristics improved significantly for the exposure group. For the 
transformation group, ratings of how distressing, vivid, intrusive or overwhelming an 
image was all improved significantly. Moreover, there was a trend for ratings of both the 
unpleasantness and controllability of an image to improve for this group. Ratings of all 
image characteristics, with the exception of how vivid or real an image was perceived to be, 
improved significantly for the distraction group. The degree to which ratings of the 
vividness of an image improved, was significant at the trend level. Comparisons of image 
characteristic ratings across the three experimental groups at follow up (see Appendix 7 for 
results) indicated that by this point there are were no differences in mood ratings between 
the three groups with the exception of how real an image was perceived to be. Post hoc tests 
revealed that ratings of how real an image was deemed to be were significantly higher for 
the distraction group compared to the exposure group. Moreover, there was a trend for the 
distraction group's ratings to be higher than those of the transformation group. There was 
no difference between the exposure and transformation groups.
The results summarised in this section indicate that overall image characteristics for all three 
experimental groups improved significantly between intervention and follow up. However, 
the results do not uphold the experimental hypotheses that ratings between intervention 
and follow-up would continue to improve most for the transformation group and least for 
the distraction group. Moreover, with the exception of how real an image was perceived to 
be, image characteristics for all three experimental groups were equivalent at follow-up. 
Figures 3.4a, b, c, d, e, f, and g illustrate the comparative effects of exposure, transformation, 
and distraction on image characteristics between intervention and follow-up.
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Table 3.11 Image characteristic ratings at follow up for each experimental group (continued overleaf)
Post-intervention Follow-up Statistic p-value
Image bv Experimental Group
mean (s.d.)
median
Distressing
Exposure 81.76(20.07) 42.94(24.43) Z = -3.49 .000
80.00 40.00
Transformation 49.44(20.99) 36.11(22.53) Z = -2.47 .014
50.00 30.00
Distraction 56.00(27.99) 41.50(28.89) Z = -2.56 .010
65.00 40.00
Vivid
Exposure 75.29(25.03) 33.53(24.99) Z = -3.40 .001
80.00 30.00
Transformation 47.22(23.47) 35.56(20.93) Z = -2.32 .020
45.00 35.00
Distraction 59.00(22.45) 45.50(20.12) Z = -1.87 .062
60.00 50.00
Unpleasant
Exposure 82.94(13.12) 57.06(24.18) Z = -2.98 .003
80.00 50.00
Transformation 56.11(20.90) 46.11(25.93) Z = -1.73 .084
60.00 45.00
Distraction 61.00(28.82) 53.50(28.52) Z = -1.50 .133
70.00 60.00
Real
Exposure 80.59(15.60) 4294(26.16) Z = -3.45 .001
80.00 30.00
Transformation 57.22(22.44) 48.89(19.37) Z = -1.50 .133
60.00 55.00
Distraction 76.50(21.34) 6250(23.81) Z = -266 .008
80.00 60.00
Controllable
Exposure 64.12(22.38) 88.24(10.15) Z = -3.07 .002
70.00 90.00
Transformation 77.22(21.09) 83.89(21.18) Z = -1.67 .095
85.00 90.00
Distraction 66.00(29.09) 85.50(17.31) Z = -2.59 .010
75.00 90.00
No tel: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20
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Table 3.11 Image characteristic ratings at follow up for each experimental group (continued)
Post-intervention Follow-up Statistic p-value
Intrusive
Exposure 55.29(25.52) 16.47(11.69) Z = -3.53 .000
60.00 20.00
Transformation 38.33(19.17) 22.22(17.34) Z = -2.99 .003
40.00 20.00
Distraction 34.50(23.50) 19.50(16.38) Z = -2.74 .006
30.00 20.00
Overwhelming
Exposure 55.29(28.53) 10.00(9.35) Z = -3.53 .000
60.00 10.00
Transformation 35.56(19.77) 11.67(12.95) Z = -3.45 .001
40.00 10.00
Distraction 29.00(24.47) 10.00(10.26) Z = -3.15 .002
20.00 10.00
Motel: Exposure: n = 17; Transformation: n  = 18; Distraction: n = 20
Graphs illustrating the comparative effects of exposure, transformation and distraction 
on image characteristics between intervention and follow-up (continued overleaf)
Figure 3.4a Mean Distressing Scores after 
intervention and at follow-up
Figure 3.4b Mean Vivid scores after
intervention and at follow-up
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Graphs illustrating the comparative effects of exposure, transformation and distraction 
on image characteristics between intervention and follow-up (continued)
Figure 3.4c Mean Unpleasant scores after Figure 3.4d Mean Real scores after intervention
intervention and at follow-up and at follow-up •
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Figure 3.4e Mean Controllable scores after 
intervention and at follow-up
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Figure 3.4f Mean Intrusive scores after 
intervention and at follow-up
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4.5 Intrusive Image Frequency, and Distress and Vividness Ratings During Three-day 
Period between Intervention and Follow-up
4.5.1 Ratings for Three-day Period as a Whole (All time periods)
The mean frequency of intrusions during the three days between session one of the 
experiment and the follow up session (time-total), and the mean distress and vividness 
ratings of these images are summarised in Table 3.12. Comparisons of image frequency, 
and distress and vividness ratings between the three experimental groups are also 
presented in this table. The frequency of intrusive images and ratings of the vividness 
of these images were equivalent across the three groups. However, ratings of distress 
differed significantly between the three groups. Post hoc tests revealed that there was a 
significant difference between the distraction and exposure groups (Z = -2.48, p < .013), 
and that the difference between the distraction and transformation groups was 
significant at trend level (Z = -1.87, p > .062) but that the transformation and exposure 
groups did not differ (Z = -0.74, p > .458). Inspection of the means for the three groups 
indicated that participants in the distraction group were most likely to have the lowest 
distress ratings.
Table 3.12 Frequency of intrusions, vividness ratings and distress ratings for time-total
Exposure Transformation Distraction Statistic p-value
mean (s.d) 
median
Image frequency1 15.47(28.03)
8.00
8.94(6.23)
6.50
6.19(6.50)
3.50
Chi2(2,49) = 4.16 .125
Distress2 32.93(12.31)^
30.67
30.68(18.05)^
24.17
20.69(20.78)b
19.17
Q ii2(2,51) = 6.73 .035
Vividness3 38.19(15.78)
35.50
38.82(19.83)
37.50
36.45(21.12)
34.00
Chi2(2,50) = 0.20 .906
Note 1: Means with different superscripts differ significantly (p < 0.05)
1 Exposure, n  =17; Transformation = 16; Distraction: n  = 16
2 Exposure, n  =16; Transformation = 18; Distraction: n  = 17
3 Exposure, n  =16; Transformation = 18; Distraction: n  = 16
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4.5.2 Ratings for Individual Time Periods
The mean frequency of intrusive images for each of the three experimental groups 
during the 12 individual time periods into which the three day diary period was divided 
are shown in figure 3.5.
Figure 3 .3 Intrusive im age frequency for timetotal
6
5
4
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G roup
 Exposure2
 Manipulation
1
Distraction
0
Time period
Significant differences in intrusive image frequency between the experimental groups 
were found for time-1 and time-6. Post hoc tests revealed that participants in the 
transformation group were more likely to have a higher number of intrusive images 
immediately following session one of the experiment (time-1) than participants in the 
distraction group (Z = -2.32, p < .021). There were no significant differences in intrusive 
image frequency during time-1 between either the exposure and transformation groups 
(Z = -1.17, p > .241), or the exposure and distraction groups (Z = -1.46, p > .145). Results 
of post hoc tests evaluating the significant difference found for time-6 indicated that the 
exposure group differed significantly from both the transformation (Z = -2.02, p < .044) 
and distraction groups (Z = -2.35, p < .019) with participants in this group being more 
likely to have a higher number of intrusive images. The transformation and distraction 
groups did not differ )Z = -0.61, p > .542). There were no significant differences between 
the experimental groups for any of the other time periods (see Appendix 7 for summary 
of these results).
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Table 3.13 summarises ratings of how distressing an image was perceived to be for the 
three experimental groups for each of the 12 time periods. With the exception of time- 
l(Chi2 [2,48] = 10.51, p < .005) no significant differences between the three groups were 
found for any of the time periods, although the difference between the three groups at 
time-2 was significant at the trend level (Chi2 [2, 30] = 5.02, p > .081). Post hoc tests 
revealed that, at time-1, the distraction group had the lower ratings of distress than 
either the exposure group (Z = -2.99, p < .003) or transformation group (Z = -2.48, p < 
.013), whilst ratings for the exposure and transformation groups did not differ from each 
other (Z = -0.89, p > .372).
Table 3.13 Distress ratings for individual time periods for each experimental group
Exposure Transformation Distraction Statistic Fâlue
Distress Ratings bv Time
Period mean
Time-1 50.00(23.38)» 42.35(20.78)^ 25.33(25.03)b Chi2(2,48) = 10.51 .005
16 17 15
Time-2 41.67(18.99) 31.67(22.09) 18.33(27.14) Chi2(2,30) = 5.02 .081
12 12 6
Time-3 35.56(11.30) 30.00(27.39) 21.25(28.50) Chi2(2,26) = 3.71 .156
9 9 8
Time-4 34.29(9.76) 37.14(18.90) 26.00(31.31) Chi2(2,19) = .273 .273
7 7 5
Time-5 28.57(21.93) 28.00(23.87) 23.33(23.15) Chi2(2,15) = .833 .833
7 5 3
Time-6 26.00(10.75) 30.00(22.36) 30.00(43.59) Chi2(2,20) = 0.50 .778
10 7 3
Time-7 20.00(11.55) 34.00(23.02) 40.00(40.83) Chi2(2,16) = 0.90 .638
7 5 4
Time-8 18.57(8.99) 31.67(33.12) 32.50(29.86) Chi2(2,17) = 0.39 .825
7 6 4
Time-9 10.00(10.00) 45.00(7.07) 20.00 Chi2(2,6) = 3.92 .141
3 2 1
Time-10 17.50(9.57) 20.00(21.60) 30.00(42.43) Chi2(2,10) = 0.05 .976
4 4 2
Tune-11 22.50(9.57) 25.00(26.46) 35.00(35.36) Chi2(2,10) -  0.20 .907
4 4 2
Time-12 10.00(0.00) 15.00(7.07) 46.67(32.15) Chi2(2,8) = 2.95 .228
3 2 3
Note 1: Means with different superscripts differ significantly (p < 0.05)
Note 2: Due the variability of n for each of the experimental groups in these comparisons, the n values 
are included in the table.
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Table 3.14 summarises the mean ratings of image vividness for the three experimental 
groups for each of the 12 individual time periods, and comparisons of these ratings 
across the three groups. No significant differences between the groups were found for 
any time period. However, results of these comparisons indicate that differences 
between the three groups at time-8 was significant at trend level (Chi2[2,17] = 5.128, p > 
.075) and at time-12 just missed significance (Chi2[2,7] = 5.83, p > .054).
Table 3.14 Vividness ratings for individual time periods for each experimental group
Exposure Transformation Distraction Statistic p-value
Vividness Ratings bv
Time Period mean (s.d)
Time-1 55.00(25.56) 51.76(26.04) 46.67(23.20) Chi2(2,48) = 0.88 .644
16 17 15
Time-2 50.83(27.46) 42.50(24.17) 32.86(17.99) Chi2(2,31) = 2.29 .318
12 12 7
Time-3 42.50(19.83) 41.11(29.77) 35.56(22.97) Chi2(2,26) = 0.45 .800
8 9 9
Time-4 31.25(15.53) 45.71(18.13) 46.00(28.81) Chi2(2,20) = 2.35 .309
8 7 5
Time-5 33.33(19.66) 34.00(19.49) 20.00(20.00) Chi2(2,15) = 1.31 .520
6 5 4
Time-6 30.91(13.75) 42.86(22.89) 32.50(26.30) Chi2(2,22) = 1.80 .407
11 7 4
Time-7 30.00(15.28) 30.00(18.71) 47.50(32.02) Chi2(2,16) = 0.79 .673
7 5 4
Time-8 21.43(6.90) 38.22(26.39) 47.50(20.62) Chi2(2,55) = 5.18 .075
7 6 4
Time-9 46.67(23.09) 50.00(14.14) 5.00(7.07) Chi2(2,7) = 4.04 .133
3 2 2
Time-10 20.00(11.55) 47.50(20.62) 30.00(42.43) Chi2(2,10) = 2.42 .299
4 4 2
Time-11 27.50(12.58) 25.00(17.32) 55.00(7.07) Chi2(2,9) = 4.02 .134
3 4 2
Time-12 10.00(0.00) 10.00(0.00) 40.00(28.28) Chi2(2,7) = 5.83 .054
3 2 2
N otel: Due the variability of n for each of the experimental groups in these comparisons, the n values 
are also included in the table.
211
Research Chapter: Large Scale Research Project
Interactions between image frequency, distress ratings, vividness ratings and the three 
experimental groups were assessed by comparing the change in scores for each of these 
variables between pairs of time period (i.e. imagefrequencytimei - imagefrequencytime2 
etc.) across the three groups (see Appendix 7 for summary of results). With the 
exception of the change in vividness ratings between time-7 and time-8, no significant 
interactions were found. Hence, overall, the rates at which image frequency, distress 
ratings, and vividness ratings decreased over the 12 time periods were equivalent for all 
three experimental groups. Post hoc tests evaluating the significant interaction found 
between the experimental groups and vividness ratings between time-7 and time-8 
revealed that these ratings changed by a significantly greater degree for the distraction 
group compared to the exposure group (Z = -2.00, p < .004). There was no difference in 
the degree to which vividness ratings changed between either the transformation and 
distraction groups (Z = 0.00, p > 1.00) or between the transformation and exposure 
groups (Z = -1.431, p > .157).
Overall, participants in all three experimental groups experienced a similar number of 
intrusive images during the three-day diary period and rated these images as being 
similarly distressing and vivid. Moreover, the rates at which image frequency, distress 
ratings and vividness ratings decreased were equivalent across all three groups. These 
results do not support the experimental hypothesis that the frequency of intrusive 
images, and ratings of both the distress and vividness of these images would be the 
lowest for the transformation groups and highest for the distraction group for all 12 time 
periods. The hypothesis that the rate of decline for image frequency and for ratings of 
image distress and vividness would be greatest for the transformation group and lowest 
for the distraction group is also not supported.
212
Research Chapter: Large Scale Research Project
4.6 The Relationship between Image Distress and Image Characteristics
Spearman rank-order correlations were calculated to investigate whether the degree of 
distress elicited by a traumatic image was related to characteristics of that image, the 
results of which are presented in Table 3.15. These results indicated that image distress 
was significantly related to how vivid, unpleasant, real, controllable, intrusive, or 
overwhelming an image was perceived to be and in the expected directions.
Table 3.15 Relationships between image distress and image characteristics
Image Distress
Image Characteristics
Vivid r = 0.496*
Unpleasant r = 0.770*
Real r = 0.378*
Controllable r = -0.411*
Intrusive r = 0.480*
Overwhelming r = 0.541*
* p < 0.01
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5 Discussion
5.1 The Comparative Effects of Transforming a Traumatic Image, Exposure, and 
Distraction on Mood and Image Characteristics
The main aim of this study was to investigate whether transforming traumatic visual 
images would be effective in improving the mood associated with, and the 
characteristics of these images compared with exposure and distraction, the latter 
forming the control. The study found that transforming traumatic images associated 
with a distressing film, in this case by changing their size, resulted in a significant 
improvement in participants' ratings of how upset, happy, anxious, sad or angry they 
felt as assessed by visual analogue scales. This strategy also resulted in a significant 
improvement in participants' ratings of how distressing, vivid, unpleasant, real, 
intrusive and overwhelming the images were perceived to be (again assessed using 
visual analogue scales). There was also a trend for ratings of how controllable the image 
was to improve. All improvements were maintained at three-day follow up. The 
transforming strategy was superior to the exposure strategy on most measures and 
generally superior to the distraction strategy for image characteristics. However, for 
mood, no difference in effectiveness was found between the transforming and 
distraction strategies. Between intervention and follow up, all three strategies continued 
to lead to improvements on most measures and by follow up the differences between 
the three strategies had disappeared. This appeared to be largely attributable to the 
significant improvements made by the exposure group during this period.
All image characteristic ratings included in this study were found, as hypothesised, to 
be significantly correlated with ratings of how distressing an image was perceived to be, 
thereby suggesting a relationship between certain image characteristics and the distress 
an image elicits. The findings of this study, therefore, provide empirical support for the 
assumption found within the literature that certain traumatic image characteristics will 
result in these images being experienced as more distressing. It is, however, important 
to note that correlations do not imply causation. Overall the results of this study 
indicate that transforming a traumatic image is an effective strategy for reducing the 
distress associated with this image. These findings provide empirical support for 
anecdotal evidence which has suggested that transforming traumatic images might be
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an effective clinical strategy for reducing the distress these images elicit (Hackmann, 
1998; in preparation).
As hypothesised, the transforming strategy was found to be significantly superior to the 
exposure strategy in improving most mood and image characteristic ratings, the 
exceptions being angry mood and image controllability. The difference in effectiveness 
between the two strategies appeared to be attributable to the fact that, contrary to 
expectations, the exposure strategy generally had no effect on either mood ratings or 
image characteristic ratings. As predicted, the transforming strategy was found to be 
significantly more effective than the distraction strategy in improving ratings of anxious 
mood and several image characteristics, including how distressing, vivid, or unpleasant 
an image was perceived to be. However, the distraction and transforming strategies 
both led to similar degrees of improvement on the remaining mood and image 
characteristic variables which included ratings of upset, happy, sad, and angry mood 
and ratings of how controllable, intrusive or overwhelming an image was. Interestingly, 
the results of the study indicated that the distraction strategy, which formed the control, 
to be generally superior to the exposure strategy for mood and image characteristic 
ratings.
One hypothesis to explain why transforming traumatic images might be effective in 
reducing the distress associated with these images is that the strategy changes the 
meaning of the images at the meta-cognitive level (Ehlers & Steil, 1995; Hackmann, 
1998). Negative appraisals of having traumatic images are considered to be an 
important factor in determining how distressing they are (Ehlers & Steil, 1995). 
Examples of common negative interpretations of having traumatic images include 
perceiving them to be uncontrollable (Hackmann, 1998). One might therefore expect 
transforming an image to lead to an individual experiencing that they can control 
aspects of the image (in this case its size). However, the transforming strategy did not 
lead to a significant increase in the perception of image controllability although there 
was a trend for this to increase. Neither the distraction or exposure strategies led to 
improvement in ratings of how controllable an image was. The fact that the perceived 
controllability of an image did not decrease significantly following intervention may 
have been attributable to the fact that, on average, participants rated their images as 
being very controllable prior to intervention. "Very controllable" is defined as a rating
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of 60 or above on the image controllability scale. A rating of zero indicated that an 
image was perceived to be not at all controllable whilst a rating of 100 indicated that an 
image was perceived to be extremely controllable. The perceived controllability of 
traumatic images reported by participants in this study may have been attributable to 
the fact that the images were induced and occurred within the context of an experiment 
This is likely to have provided a rationale for having the traumatic images, reducing the 
possibility that their occurrence would be interpreted negatively. In addition, within the 
confines of the experiment, participants had little opportunity to experience their images 
as intrusive or uncontrollable. Individuals with PTSD, on the other hand, have often 
been experiencing traumatic images for months despite their attempts to prevent them 
from occurring. As a consequence, they are more likely to perceive them as 
uncontrollable, which may in turn lead to a negative appraisal of having the images, for 
example, that that are indicative of madness (Dunmore, Ehlers & Clark, 1999).
There are a number of alternative explanations regarding why decreasing the size of a 
traumatic image might make it less distressing. The strategy may have fulfilled some 
symbolic function, for example, symbolically turning the image off which might 
highlight that the image belongs to the past and is no longer a cause for concern. 
Indeed, there is some anecdotal evidence to support this. For example, as mentioned in 
the introduction, Hackmann (in preparation) describes how a female client was helped 
by putting her visual memories of being sexually abused onto an imaginary screen and 
visualising smashing a brick through the screen. This produced a sense of relief, 
apparently by emphasising that the images belong to the past. Further research is 
needed to clarify whether transforming a traumatic image is effective because it 
enhances: (i) an individual's sense of control over the image; (ii) it symbolically turns 
the image off; or (iii) due to a combination of these. This could be established by setting 
up a study comparing a strategy which involves controlling an image in some way but 
does not turn the image off (e.g. increasing the size of the image; or turning the image on 
its head) with a strategy in which the image is turned off (e.g. reducing the size of the 
image to a dot; placing the image on an imaginary screen and visualising smashing the 
screen). In this study, participants in the transformation group were instructed to 
reduce their traumatic images to the size of dot thereby making the image disappear. 
Therefore, the distress may have decreased simply by virtue of the fact that the image 
disappeared. Transforming an image is a cognitively demanding process and may
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therefore operate as a distracter, and consequently potentially be construed as a form of 
avoidance. This seems unlikely as one would expect transformation of an image to 
result in a poorer outcome at follow up if it was a form of avoidance. This was not the 
case, the improvements being maintained at follow up. However, the period between 
intervention and follow up was short and a study involving a larger follow up period 
would be needed to clarify this.
The fact that exposure was not effective in comparison to both the transforming and 
distraction strategies needs to be interpreted with caution. Participants in the exposure 
group were significantly more likely to experience their unages as unpleasant 
immediately after watching the videotape, which may have contributed to the poorer 
outcome associated with the exposure strategy. This could be clarified by repeating the 
study with a larger sample size so that parametric analyses could be carried out and any 
such significant differences between the three groups controlled for. An alternative 
explanation for the poor outcome of the exposure strategy is that exposure was 
inadequate. Indeed, the duration of exposure was extremely short and may not have 
been long enough to allow a participant's anxiety to dissipate. Pitman et al (1991) have 
suggested that terminating exposure before anxiety has decreased can be detrimental, 
suggesting that this can serve to strengthen an individuals motivation to avoid 
traumatic images. Research has demonstrated such avoidance can be 
counterproductive, for example, by increasing the frequency of these images (e.g. Davies 
& Clark, 1998; Trinder & Salkovskis, 1994). One might expect that this would result in 
participants in the exposure group subsequently reporting higher frequencies of images; 
this was not the case.
Theoretically, one might expect the distraction group to have the worst outcome, this 
strategy being considered a form of avoidance which individuals with PTSD typically 
engage in. Theories of PTSD suggest that such avoidance may lead to the persistence of 
these images by preventing emotional processing of the traumatic information and 
hence to the maintenance of PTSD symptoms (e.g. Horowitz, 1986; Foa & colleagues, 
1986,1993,1996; Brewin et al, 1996). If processing is prevented, the distress associated 
with a traumatic image is likely to remain high, increasing the impetus for avoidance of 
this image (Ehlers & Steil, 1995). However, this study found distraction to be 
significantly more effective than exposure in reducing the distress elicited by traumatic
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images immediately following intervention. Nevertheless by follow-up, there were no 
differences in outcome between the two strategies with participants in both conditions 
rating their images as similarly distressing. The results immediately following 
intervention may simply be attributable to the fact that the interventions used in this 
study were of short duration. Distraction has commonly been found to be effective in 
reducing the distress associated with traumatic images in the short term whilst exposure 
has frequently been found to be experienced as highly aversive in the short term. 
However, the long-term benefits of distraction found within this study need to be 
explained.
The participants were not given instructions about what to do if the traumatic images 
were to occur during the period between intervention and follow up. Consequently, 
participants in the distraction group may not have used distraction and potentially 
engaged in some degree of processing of the traumatic images. Indeed, although 
participants were instructed not to talk about the experiment in any way until they had 
completed the follow up session, it is very possible that they did. Talking about 
imaginai memories has been found to promote emotional processing in individuals with 
PTSD and lead to an improvement in PTSD symptomatology (Hackmann, in 
preparation). In addition, the traumatic images experienced by participants in this study 
were induced experimentally and therefore unlikely to be either as salient of personally 
relevant as the traumatic images experienced by individuals with PTSD. Hence, 
participants in this study may not have been strongly motivated to prevent the traumatic 
images from occuring.
Although all the three intervention strategies included in this study resulted in a 
number of significant differences on mood and image characteristic ratings immediately 
following intervention, by the three day follow up these differences had generally 
disappeared. Ratings for the majority of mood and image characteristics continued to 
improve for all three groups during the period between intervention and follow up with 
the greatest improvement being evidenced by participants in the exposure group. 
Hence, the results of this study indicated that exposure was effective in the long term 
despite having no immediate effect. These results are consistent with PTSD research 
relating to exposure which has found that exposure is frequently experienced as 
aversive but leads to significant improvements in PTSD symptomatology (e.g. Foa et al..
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1991). Exposure was as effective as both the transforming and distraction strategies by 
follow up, despite the fact that participants in the exposure group had been significantly 
more likely to rate their traumatic images as unpleasant immediately after watching the 
videotape. This suggests that, in the long term, exposure might be particularly effective 
in reducing the distress associated with traumatic images, and potentially more 
efficacious than either transforming or distraction. With regards to the frequency of 
intrusive images experienced during the three days between intervention and follow-up, 
contrary to the initial hypotheses, no differences between the three groups were found. 
All participants may have engaged in a similar degree of emotional processing during 
this period given that they were not given instructions regarding what to do with 
traumatic images if they were to intrude during this period. This may also account for 
the fact that all strategies resulted in similar improvements in both mood and image 
characteristics by follow up.
Anxiety is a major aspect of PTSD. This anxiety is frequently associated with memories 
of the traumatic event, which often take the form of visual images. This implies that 
strategies, which reduce the anxiety associated with imaginai traumatic memories, 
might lead to an improvement in PTSD symptomatology. Given that transforming a 
traumatic image significantly reduced the anxiety associated with this image, it may 
prove a useful component of PTSD treatment. Moreover, the strategy was more 
effective in reducing anxiety than either the distraction or exposure strategies.
5.2 Clinical Implications
Clearly, transforming traumatic visual images is an effective strategy for reducing the 
distress associated with these images, suggesting that the strategy may be 
therapeutically beneficial in the treatment of PTSD. However, the transforming strategy 
was no more effective than exposure in the long term. Whilst both transforming an 
image and exposure appear to be comparatively effective, exposure is frequently 
experienced as aversive and, as a consequence, is often associated with a high drop out 
rate (Foa et al., 1991). Using a transforming strategy to deal with imaginai traumatic 
memories may therefore be more acceptable to clients given that it leads to an immediate 
decrease in distress associated with these images. Alternatively, transforming strategies 
may provide a useful clinical tool for reducing a client's distress during exposure, if for
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example, the client's distress is becoming intolerable or the client has reached the point 
where they are about to dissociate, both of which would prevent adequate exposure, 
thereby inhibiting emotional processing (Jaycox & Foa, 1996; Hackmann, 1998). 
Transforming strategies may prove particularly helpful to those individuals with PTSD 
who appraise having traumatic images negatively, and perhaps especially if this 
negative appraisal relates to the perceived uncontrollability of the images.
A caution against using transforming strategies is that they could become a form of 
cognitive avoidance, thereby preventing emotional processing of traumatic information 
and potentially contributing to the maintenance of PTSD (Ehlers & Steil, 1995). 
Consequently, when using these transforming strategies clinically it would be important 
to ensure that either the strength of an individual's beliefs about having traumatic 
images or the meaning contained within these images was decreasing (Hackmann & 
Layden, 1996). In addition, whilst reducing the size of an image might be helpful for 
individuals who perceive their images as being uncontrollable, it might not prove 
effective for modifying other beliefs relating to traumatic images, for example, for 
ameliorating the distress associated with an image which freezes at the worst point of 
the traum a.. Hackmann (1998) has suggested that allowing an image to run on in time 
might be a useful strategy in such a case. However, further research is required to 
evaluate the potential benefits of both this and other strategies.
5.3 Limitations to Present Study
A limitation of this study is the use of an analogue design. As Davies and Clark (1998) 
have highlighted, caution must be exercised in inferring clinical implications from the 
results of analogue studies. It is possible that a different pattern of results would have 
emerged if a PTSD population had been used. Hence, whilst the findings from this 
study suggest that transforming images may be therapeutically beneficial in the 
treatment of PTSD the study needs to be replicated with a PTSD population. However, 
analogue studies provide a useful starting point for preliminary research, which can 
then be replicated in a clinical sample if the results prove positive.
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An additional limitation of the study was the small sample size. This resulted in non- 
parametric as opposed to parametric statistics beirtg used to analyse the data. 
Consequently, it was not possible to control for significant differences found between 
the three groups, which included gender balance and the perceived unpleasantness of 
an image immediately after watching the distressing videotape. Therefore, the findings 
of this study need to be interpreted with caution as these differences may have 
influenced the possibility of generally finding significant difference between the three 
groups. However, with regards to the difference in gender balance, the results of a 
second series of analyses using parametric statistics and controlling for gender were 
comparable to the results of the non-parametric analyses (for which gender could not be 
controlled), therefore limiting this possibility. The implication of the significant 
difference between the three groups in terms of the perceived unpleasantness of the 
traumatic images after watching the videotape, has been discussed above. Difficulties 
were experienced recruiting participants to this experimental study. One possible 
explanation is that the experiment involved watching a distressing video-tape. In 
addition, participants were primarily undergraduate students and part of the 
recruitment period coincided with end of year examinations. Indeed, these two 
explanations were reflected in the responses of those individuals who were approached 
about taking part in the study but did not wish to do so. Furthermore, recruitment was 
constrained by time limitations.
5.4 Directions for Future Research
A number of suggestions for future research, some of which have already been 
discussed, have emerged from this study. These suggestions are summarised below. 
The study needs to be replicated using a clinical population (e. g with individuals with 
PTSD) in order to confirm that the strategies included in the study would lead to 
comparable outcomes in a clinical sample. The long term effects of using the strategies 
included in the study also need to be evaluated, for example, by instructing participants 
to continue using these strategies during the follow-up period. A larger follow-up 
period also needs to be examined. In addition, the use of larger sample sizes is 
recommended so that parametric analyses could be carried out and any significant 
differences between the experimental groups could therefore be controlled for.
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This study indicates that transforming an image by reducing its size is effective in 
reducing the distress associated with the image. However, further studies are needed to 
establish whether other transformation strategies might also be effective. For example, 
whether running a traumatic image, which is frozen at the worst point of the trauma, on 
in time would result in â positive effect Research comparing the effect of transforming 
an image (without symbolically turning the image off) with a strategy in which the 
image is symbolically turned off could help clarify the mechanism behind the strategy 
used in this study. This, may in turn, lead to suggestions for other possible strategies for 
reducing the distress associated with traumatic images.
Finally further research could be carried out to establish whether transforming traumatic 
images might be effective in ameliorating other negative emotions besides anxiety 
commonly associated with PTSD for example guilt and shame.
6 Conclusion
The present study has sought to investigate the effectiveness of transforming traumatic 
images as a potential strategy for reducing the distress frequently associated with such 
images. The results indicated that the strategy was effective in reducing overall distress 
associated with the traumatic image, producing improvements in both mood and image 
characteristic being noted. The strategy may prove therapeutically beneficial to 
individuals with PTSD given that traumatic visual images are one of the main features 
of this disorder. However, further research with the PTSD population is needed to 
clarify this.
2 2 2
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Appendix 1: Commentary for and. Description of Videotape Scenes
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Scene 1 
Commentary
After a sudden rainstorm, several collisions occurred at one spot on the motorway due 
to the slippery conditions and bad visibility. Eight people died, including a 25 year old 
mother. Her baby survived.
Description
At the beginning of this scene firemen are seen tackling a blazing fire at the site of the 
accident. This is followed by footage of a dead body being covered with a blanket and a 
number of injured people whose injuries vary in severity; some of these people are able 
to walk, whilst others are carried away on stretchers. Footage also includes rescue 
services trying to free two people who are trapped inside a car which has overturned, 
and a baby being carried away from the scene of the accident in a blanket
Scene 2
Commentary
A  58 year old man in a sports car drove round a comer too fast and hit a minibus 
occupied by a 29 year old woman and her 55 year old mother. Due to the remote 
location of the accident it took rescue services 20 minutes to reach them. It took over an 
hour to get them out. The older woman died. The driver of the sports car recovered 
completely.
Description
This scene includes footage of rescue services working to free both the older woman and 
the man who are trapped inside their respective vehicles. The rescue workers' attempts 
to free the woman clearly cause her pain; she shouts out in pain several times before 
eventually losing consciousness. After being freed, the woman is seen being carried 
away on a stretcher and the man being attended to by paramedics at the side the road.
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The paramedics have to cut the man's trousers in order to get to his leg, which is injured; 
the wound is very bloody.
Scene 3
Commentary
A  56 year old man was on his way home when his car went out of control on the 
motorway. This lead to a multiple pile-up involving 12 other vehicles. The man could 
not be recovered from the vehicle in time and he could only be cut out when he was 
already dead.
Description
This scene primarily shows rescue workers pulling the 56 year old man's body, which is 
covered in blood, from the wreckage and then covering it with a blanket. Footage of 
both the wreckage from the accident, and of onlookers is also included.
Scene 4
Commentary
A woman was on her way to Italy with a friend. On a major road they drove straight 
into the rear of a traffic jam after going round a blind comer. They were both unhurt, 
but then a lorry came round the comer and hit them from behind. The woman driving 
the car sustained massive injuries. The lorry driver was unhurt.
Description
This scene, which appears to be taking place inside an ambulance, shows the woman 
who was severely injured being attended to by paramedics. She is naked from the waist 
upwards and is covered in blood. The paramedics are apparently attempting to intubate 
the woman but having difficulty doing so. Throughout the scene the woman moans 
with pain.
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Scene 5 
Commentary
A 33 year old man was involved in a multiple pile-up on the motorway. He died before 
emergency services could get him out. Other dead bodies and limbs had to be recovered 
from the scene.
Description
This scene begins with footage of the wreckage from the accident It then shows rescue 
services trying to free the 33 year old man from his vehicle. In addition, two men are 
seen lifting dead bodies and placing them into what appear to be temporary "coffins". 
The men appear to be having difficulty lifting the bodies, which results in them doing so 
roughly and clumsily.
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Appendix 2: Reseach Measures
Beck Depression Inventory 
State-Trait Anxiety Inventory 
Visual Analogue Scales 
Diary
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Name:
Occupation:,
Marital Status:. 
Education:.
.Age:. . Sex:.
1 0 I do not feel sad.
1 I feel sad.
2 I am sad all the time and I can't snap out of it,
3 I am so sad or unhappy that I can't stand it.
 ^ ° future^ Particularly discouraged about the
1 1 feel discouraged about the future.
2 I feel I have nothing to look forward to.
3 that the future is hopeless and that 
things cannot improve.
3 0 • I do not feel like a failure.
1 1 feel I have failed more than the 
average person.
2 Af I look back on my life, aü I can sec is 
a lot of failures.
I feel I am a complete failure as a person.
 ^ ° used to satisfaction out of things as I
1 I don't enjoy things the way I used to.
2 anymore ^  satisfaction out of anything
3 I am dissatisfied or bored with everyth in g ,
0 I don't feel particularly guilty.
I feel guilty a good part of the time.
2 I feel quite guilty most of the time.
3 I feel guilty all of the time.
0 I don't feèl I am being punished.
1 I feel I may be punished.
2 I expect to be punished.
3 I feel I am being punished.
0 I don’t feel disappointed in myself.
1 I am disappointed in myself.
2 I am disgusted with myself.
3 I hate myself.
10
11
12
13
I don't feel I am any worse than 
anybody else.
I am critical of myself for my weaknesses 
or mistakes.
I blame myself all the time for my faults.
I blame myself for everything bad 
that happens.
I don’t have any thoughts of killing myself.
I have thoughts of killing myself, but Iwould not carry them out.
I would like to kill m yself.
I would kill myself if I had the chance.
I don’t cry any more than usual.
I cry more now than I used to.
I cry all the time now.
I used to be able to cry, but now I can’t cry 
even though I want to.
I am no more irritated now than I ever am.
I get annoyed or irritated more easily f han I used to.
I feel irritated all the time now.
I don’t get irritated at all by the things that 
used to irritate me.
I have not lost interest in other people.
I am less interested in other people than 
I used to be.
I have lost most of my interest in 
other people.
I have lost all of my interest in other people.
I make decisions about as well as 
I ever could.
I put off making decisions more than 
I used to.
I have greater difficulty in making 
decisions than before.
I can’t make decisions at all anymore.
. Subtotal Page 1 C O N TIN U ED  ON BACI
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I don’t feel I look any worse than I used to
I am worried that I am looking old or 
unattractive.
I feel that there are permanent changes 
m my appearance that make me look 
unattractive.
I believe that I look ugly.
15 ° I can work about as well as before.
1 It takes an extra effort to get started at 
doing something.
2 I have to push m yself very hard to do 
anything.
3 I can’t do any work at all.
IB 0 I can sleep as well as usual.
1 I don’t sleep as well as I used to.
I wake up 1 -2 hours earlier than unual 
and find it hard to get back to sleep.
3 I wake up several hours earlier than I
used to and cannot get back to sleep.
17 0 I don’t get more tired than usual.
1 I get tired more easily than I used to.
2 I get tired from doing almost a n y t h in g ,
3 I am too tired to do anything.
18 0 My appetite is no worse than usual.
1 My appetite is not as good as it used to be.
2 My appetite is much worse now.
3 I have no appetite at all anymore.
IB o i  haven’t lost much weight, if  any, lat
1 I have lost more than 5 pounds.
2 I have lost more than 10 pounds.
3 I have lost more than 15 pounds.
I am purposely trying to lose weight 
eating less. Yes. . N o _
20
21
I am no more worried about my health 
than usual.
I am worried about physical problem - 
such as aches and pains; or upset 
stomach; or constipation.
I am very worried about physical 
problems and it’s hard to think of 
much else.
I am so worried about my physical 
problems that I cannot think about 
anything else.
I have not noticed any recent change 
in my interest in sex.
I am less interested in sex than I used 
to be.
I am much less interested in sex now. 
I have lost interest in sex completely.
. Subtotal Page 2 
. Subtotal Page 1
.Tbtal Score
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SELF-EVALUATION QUESTIONNAIRE STAI Form Y-1 
P le a s e  p ro v id e  th e  fo llo w in g  in fo rm a tio n :
Name.---------------------------------------------- -------------------------Date_______________ s ______
Age_____________________  Gender (Circle) M F j _____
DIRECTIONS: ^  L
A number of statements which people have used to describe themselves are given below. >, ^
Read each statement and then circle the appropriate number to the right of the statement 
to indicate how you feel right now, that is, at this moment. There are no right or wrong
answers. Do not spend too much time on any one statement but give the answer which <B-
seems to describe your present feelings best. v v* U U
1 .1 feel ca lm .................................................................................................  1
2 . 1 feel se c u re ................................................  ^
3 . 1 am te n se ...................................................    ^
4 . 1 feel stra ined ...........................................................................................  1
5 . 1 feel at e a s e ........................................................................................ ^
6 . 1 feel u p se t..............................................................................   1
7 . 1 am presently worrying over possible misfortunes  ..........................................................  1
8 . 1 feel satisfied..............................................................................................................  ^
9 . 1 feel frightened............................................................................................................ ^
1 0 .1 feel com fortable........................................................................................... ^
11.1 feel self-confident..................................................................................................................  ^
1 2 .1 feel nervous........................................................................................................ ^
1 3 .1 am jittery.................................................................................................  . ^
1 4 .1 feel indecisive..................................................................................  ^
1 5 .1 am relaxed..........................................................................................  ^
1 6 .1 feel con ten t........................................................................................  *x
1 7 .1 am worried............................................................................  ^
1 8 .1 feel co n fu sed ..............................................................................  ^
1 9 .1 feel s te a d y   ......................................................... «1
2 0 .1 feel p le a sa n t.................................................................  1
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
© Copyright 1968,1977 by Charles D. Spielberger. All rights reserved. STAIP-AD Test Form Y 
Published by Mind Garden, Inc., Redwood City, CA.
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SELF-EVALUATION QUESTIONNAIRE
STAI Form Y-2
DIRECTIONS
A number of statements which people have used to describe themselves are given below. 
Read each statement and then circle the appropriate number to the right of the statement to 
indicate how you generally feel. There are no right or wrong answers. Do not spend too 
much time on any one statement but give the answer which seems to describe how you 
generally feel.
X
\ \ \
21. I feel pleasant........... 2 3 4
22. I feel nervous and restless............. 2 3 4
23. I feel satisfied with myself............. 2 3 4
24. I wish I could be as happy as others seem to be... . 2 3 4
25. I feel like a failure............... 2 3 4
26. I feel rested............... 2 3 4
27. I am “calm, cool, and collected”...... 2 3 4
28. I feel that difficulties are piling up so that I cannot overcome them 2 3 4
29. I worry too much over something that really doesn’t matter 2 3 4
30. I am happy................ 2 3 4
31.1 have disturbing thoughts........ 2 3 4
32. I lack self-confidence......... 2 3 4
33. I feel secure............ 2 3 4
34. I make decisions easily....... 2 3 4
35. I feel inadequate............. 2 3 4
36. I am content............... 2 3 4
37. Some unimportant thought runs through my mind and bothers me 2 3 4
38. I take disappointments so keenly that I can’t put them out of my mind ...........  1 2 3 4
39. I am a steady person............. 2 3 4
40. I get in a state of tension or turmoil as I think over my recent concerns and interests.... . 1 2 3 • 4
© Copyright 1968,1977 by Chartes D. Spielberger. All rights reserved. STAIP-AD Test Form Y 
Published by Mind Garden, Inc., Redwood City, CA.
iv
Research Chapter: Large Scale Research Project
1. Using the scale below, please circle the number which best represents the extent to which you are likely to 
have intrusive images (i.e. pictures which "pop" into your mind) after watching an upsetting film.
0 10 20 30 40 50 60 70 80 90 100
Not at all Extremely
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1. Using the scale below, please circle the number which
0 10 20 30 40 50
Not at all 
upset
best represents how upset you feel at the moment.
GO 70 80 90 100
Extremely upset
2. Using the scale below, please circle the
number which best represents how happy you feel at the moment.
  -------  1° 50 60 70 60 90 100
Not at all
Extremely happy
Using the scale below, please circle the number which best represents how anxious you feel at the moment.
    3° 40 50 60 70 80 90 100
Extremely anxious
0
Not at all 
anxious
4. Using the scale below, please circle the number which
0 JO  20 30
Not at all 
sad
best represents how sad you feel at the moment.
40 50 60 70 80 90 100
Extremely sad
5. Using the scale below, please circle the
0 10
Not at all 
angry
number which best represents how angry you feel at the moment
— -------—  40 50 60 70 80 90 100
Extremely angry
vi
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The following questions relate to the image you have been thinking about.
1. using the scale below, please circle the numberwhich best represents how distressing the image is.
 -------------------- 20 30 40 50 60 70 80 90 100
Not at all ~
distressing Extremely distressing
2. Using the scale below, please circle the number which best represents how vivid the image is.
  10 20 30 40 50 60 70 80 90 100
Not at all ~ ’ '
v i v i d  Extremely vivid
3. using the scale below, please circle the number which best represents how unpleasant the image is.
  10 20 30 40 SO 60 70 80 90 100
Not at all
Extremely unpleasant
unpleasant
4. Using the scale below, please circle the numberwhich best represents how realistic the image Is.
  20 30 40 5Q 60 7Q gp qq iqo
Not at all
Extremely realistic
realistic
Using the below, please circle the number which best represents how much control you have over the 
mage (e.g. being able to dismiss it from your mind if you want to).
-10 20 30 40 50 60 70 80
ill ~
controllable
90 100
Not at al '------------------ -------------------------
Extremely controllable
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6. Using the scale below, please circle the numberwhich best represents how intrusive the image is.
°______10 20 30 40 50 60 70 80 90 100
Not at all Extremely intrusive
intrusive
7. Using the scale below, please circle which number best represents how overwhelming the image is (i.t 
how much the image dominates your thoughts).
0 10 20 30 40 50 60 70 80 90 100
^ ot at al* Extremely
overwhelming overwhelming
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11 December 1998
University 
of Surrey
Registry
Guildford
Surrey GU2 5XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44 (0)1483 300803
Ms N  Spiller
School o f Human Sciences 
(Psychology)
Dear Ms Spiller
A n exnerim enfal invpcfiaati/in   ^ . . .
the opportunity for counselling should be made available to any o f the 
participants in this study who may experience distress after watching the video 
especially if the effects continue for a longer period o f time then would
the Information Sheet should include the title o f the project and a brief
statement o f the aims and possible benefits o f the study. In addition, the
document should include contact details in order that volunteers can liaise with
your supervisor, Emma Dunmore, should they experience difficulties (reference 
page 7 o f the protocol).
the Consent Form should include the project title or reference number so that 
there is a record o f what the volunteer has consented to.
concern was expressed over issues o f confidentiality and Data Protection.
Please supply the Committee with further information on who will have access 
to the numerical code and details o f where it will be kept.
Wl,n and the c'iarnr,m' ^ "  ^
F ^ her.!° ^ Ur re.cent ^ m ission  o f the above protocol to the Advisory Committee 
Ethics, the Committee has made the following comments 
normally be expected.
Cont’d
T h e  Q u e e n ' s 
A n n iv e r s a r y  P r iz e s
i
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5. the Committee would like clarification of the following sentence which appears 
on page 4 o f the protocol;
‘Students in this pool receive credit (i.e. exemption from one written report) if 
they participate in a number of research projects or experiments’.
On receipt o f your response to these points, I shall circulate it to the Committee for 
further consideration. I look forward to hearing form you shortly.
Helen Schuyleman (Mrs)
Secretary, University Advisory Committee on Ethics
Department of Psychology 
School of Human Sciences 
University of Surrey
31 Decem ber 1998
Mrs H Schuyleman 
Secretary
University Advisory Committee on Ethics 
Registry
University of Surrey
Dear Mrs Schuyleman
Re: An experim ental investigation  exam ining  the effects o f m anipulating m ental
im agery  on  th e  m ood a sso c ia te d  with th e  im agery an d  th e  c h a ra c te r is tic s  o f 
the im agery
ACE/98/40/Psych
Thank you for your letter of 11 D ecem ber 1998 regarding the submission of the above protocol to the 
Advisory Committee on Ethics. The com m ents m ade by the Committee are ad d ressed  below:
1. I apologise if I did not make it clear that the opportunity for counselling would be m ade available. 
As mentioned in Section 1.7.3, page 7 of the protocol, all participants will be provided with a 
telephone num ber for the project supervisor, Emma Dunmore, whom they will be advised that they 
contact if they experience difficulties, for example continuing to feel d istressed  by the material in 
t e video, and would like the opportunity to talk about this. Emma Dunmore is a  qualified Clinical 
Psychologist and has clinical experience of working with people who have been  involved in 
distressing incidents such as  a road traffic accident.
Information S heet has been am ended  to include the title of the project and  a  brief statem ent
o t e  aims and possible benefits of the study (see page 3). T hese are sum m arised only briefly since
providing detailed information will potentially affect participants responses and  h ence  the results of
t e  study. However, all participants will receive debriefing about the study and  its aim s a t the end of
ne experiment. Contact details for Emma Dunmore have also been  included on the information 
sh e e t (see page 4).
he C onsent Form has been am ended  (see page 5) to include the project title and  reference 
num ber so  that there is a record of what the volunteer has consented to.
Both the Information Sheet and Consent Form will be printed on University Stationery
1
Research Chapter: Large Scale Research Project
4. All infomiation from participants will be treated  as  strictly confidential. Participants' personal 
numerical code to which only Emma Dunmore, my supervisor, and  myself will have a ccess  No 
cabinets accessible only to Emma Dunmore and  myself.
fh r  r  ,lhe T d ° f researchers Within the d ePartm ent for subjects to take part in their research  
f te  Psychology Department runs a subject pool which a t present com prises of first and  second  year 
Psycho ogy and first year APS undergraduates. In addition to providing students who take part with 
informa to n  about research taking place within the department, students are  exem pt from writing one 
practical report if they take part in 5 studies" ( taken from the BSc Honours in Psychology C ourse
Handbook 1998-1999), A copy of the information regarding the subject pool provided for s tuden ts is 
attached  (see page 6).
I hope that I have add ressed  the comments m ade by the Ethics Committee adequately  and that the 
am endm ents I have m ade are  acceptable.
Yours sincerely
Nicola Spiller
Clinical Psychologist in Training
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University 
of Surrey
Registry
19 Januaiy 1999 GuildfordSurrey GU2 5XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44 (0)1483 300803
Ms N Spiller
School o f Human Sciences (Psychology) 
University o f Surrey
Dear Ms Spiller
An experimental investigation examining Hie effects of in.ininiibfing mental 
imngery on the mood associated with the imagery and the rh-nrncterisfirs nr Hip 
imagery. fACE/98/40/Pçyclil
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied, and has approved it on the 
understanding that the Ethics Guidelines are observed.
ofJ 'pproval relates on|y to the study specified in your research protocol 
(ACE/98/40/Psych). The Committee should be notified o f any changes to the 
proposal, any adverse reactions and if the study is terminated earlier than expected 
(with reasons). I enclose a copy o f the Ethics Guidelines for your information.
Yours sincerely
Helen Schuyleman (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Professor L J King, Chairman, ACE
Dr Emma Dunmore, School o f Human Sciences (Psychology)
Enc
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UniS
University School of 
of Surrey Human
Sciences
CONFIDENTIAL
INFORMATION SHEET
AN INVESTIGATION EXAMINING PEOPLE'S RESPONSES TO EMOTIVE MATERIA!
Investigator: Nicola Spiller
Title: Clinical Psychologist in Training
Address: Department of Psychology
University of Surrey 
Guildford 
Surrey, GU2 5XH
Tel: 01483 259441
This study aims to investigate people's responses to emotive material. More specifically, it is 
concerned with examining peoples experiences of watching videotape footage of road traffic 
accidents. This will help further our understanding of the reactions of people who have been 
involved in a road traffic accident and in so doing contribute to developing the most effective 
ways of helping people who experience psychological difficulties after being involved in a road 
accident or similar distressing incident.
Taking part in the study will involve watching a short videotape of some recent road traffic 
accidents. You may find the material somewhat distressing. In addition, you will be asked to fill 
in some questionnaires both before and after watching the videotape, and to fill in a recording 
chart about your experience of the videotape over a 3-day period. After 3 days, you will be 
asked to hand in the recording chart and also to fill in another questionnaire (taking 
approximately 10 minutes).
It is essential that you do not discuss anything to do with this study with other participants until 
you have completed the follow up assessment. There will be an opportunity for you to ask 
questions about the study after the follow assessment has been completed.
If you agree to take part in this study you will be asked to sign a consent form. Although your 
name will be recorded on the consent form, at no other time will you be asked to give your name 
so that the questionnaires can completed anonymously. Any information you give will be treated 
with the strictest confidence. It will only be used for research purposes.
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You do not have to take part in this study if you do not want to. if at any time you are unhappy 
about continuing with the study you are free to leave it. You do not have to give a reason for
As the material which you will see  is emotional in nature, it is recommended that you do not 
participate in this study if you have suffered from a recent trauma such as a road traffic accident 
or bereavement or have a family history of severe psychiatric illness.
AJthough I will not be able to provide specific feedback about each individual in the study, I will
be able to give you general information about the results of the study later in the year Please let 
me know if you would like this information.
If you should experience difficulties after the experiment has finished, for example continuing to 
feel distressed by the material in the videotape, and would like the opportunity to talk to som eone 
about this you can contact Emma Dunmore, Lecturer/Clinical Psychologist, in confidence, at the 
University of Surrey on 01483 300 800 extension 6863.
If you have any concerns or questions about the study, then, please do not hesitate to contact me 
at the University of Surrey.
I HANK YOU FOR TAKING THE TIME TO READ THIS FORM AND FOR YOUR HELP.
UniS
University School of
Participant Number: ................  of Surrey Human
Sciences
CONFIDENTIAL
CONSENT FORM
AN INVESTIGATION EXAMINING PEOPLE'S RFRPOWSPS TO EMOTIVF matcdm
(R eference Num ber: ACE/98/40/Psych)
1. 1 have read and understood the information sh ee t about this study YES/NO
2. 1 have had an  opportunity to ask  questions and d iscuss this study YES/NO
3. 1 have received satisfactory answ ers to all my questions YES/NO
4. 1 have received sufficient information about this study YES/NO
5. 1 understand that 1 am free to withdraw from this study:
At any time YES/NO
Without having to give a reason for withdrawing YES/NO
6. 1 understand that all information collected for this study is strictly confidential YES/NO
*....... *.....................;............................. (BLOCK CAPITALS) have read and understood the above c
ag ree  to take part in this study. I have n o t recently suffered from a  traum a or loss and do  n o t 
a  family history of severe  psychiatric illness.
S ig n e d ................................................................................................................... Date
Name of W itness (BLOCK CAPITALS)..............................
S lg n e d ................................................................................................................... Date
Signature of investigator
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VERBATIM INSTRUCTIONS FOR THE EXPERIMENTAL PROCEDURE
S e ss io n  1
Instructions for Ail Participants
First of ail I w an t to thank you for coming today a n d  taking part in this research study.
T h e  s tudy  is co ncerned  with people 's  reaction to emotive material and in this ca se  to 
v ideo tape  foo tage  of road traffic accidents.  The s tudy  will help further our understanding of 
the  expe r iences  of people who h ave  been  involved in a  road  traffic accident and in so doing 
contribute to developing the most effective ways of helping people who experience 
psychological difficulties after being involved in a  road acc iden t or similar distressing incident.
Taking part in the study will involve watching a short v ideo tape of som e recent road traffic 
accidents .  You will be  asked  to fill in so m e questionnaires  both before and after watching the ’ 
v ideotape. You will also  be asked  to fill in a diary ab o u t  your experience of the videotape over 
a  th ree-day  period. After three days  you will be a s k e d  to h and  in the diary and to fill in another  
ques tionnaire  (taking approximately 10 minutes). A ttendance  a t both sessions is crucial for 
the  p u rpose  of this study.
It is essen tia l  that you do not d iscuss  anything to do with this study with others who are taking 
party or likely to take  part in the experiment until you h av e  com pleted the follow up 
a s s e s s m e n t .  T here  will be an opportunity to ask  ques tions  ab o u t  the study after the follow up 
a s s e s s m e n t  h a s  b e e n  completed.
Today 's  s e ss io n  will involve watching a short v ideo tape of s o m e  road traffic accidents that
took place in G erm any  and filling in so m e  ques tionnaires  which are  in the booklet in front of 
you.
Do you h av e  any  ques tions?
Before w e start  I n e e d  to ask  you to fill in a con sen t  form. The consen t form will be kept 
separa te ly  from the  questionnaires so  that your r e s p o n s e s  will remain anonymous. All
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information collected will be  trea ted  a s  strictly confidential a n d  u se d  only for research 
pu rposes .
•  I would like to a s k  you to begin by filling in part o n e  of th e  questionnaire booklet, p a g e s  1 - 
6 .
•  I am  going to show  you a  short video of footage of real road traffic accidents which took 
p lace in G ermany. You may find the  video distressing to watch. However, p lease  a t tend  
to the  whole video carefully -  do  not look away, sh u t  your eyes  or cover your face during 
the  showing, a s  this will prevent you seeing  properly w h a t  is going on. Whilst watching th e  
video I w an t you to imagine that you a re  a bystander  a t  th e  sc e n e  of the accidents you will 
s ee .
•  I would like you to bring into your mind the image, tha t  is mental picture, from the video 
which you found to be the most upsetting. Try and  g e t  a s  clear a picture as  you can.
» P le a se  fill in part two of the questionnaire booklet, p a g e s  7 - 9 .
Instructions for the Experimental Groups
y Experiment Group 1:
I would like you to continue to think abou t the image you brought to mind. Try and ge t  a s  
detailed an d  clear a picture a s  you a re  able to. As you continue thinking about the image, 
notice w hat you s e e  and  hear  and  a lso  notice the physical and  the emotional feelings you 
experience.  Continue to do this for the  next two and  a  half minutes at the end of which I will 
tell you to stop.
> Experimental Group 2:
I would like you to imagine that the im age you brought to mind is on a video screen and  tha t 
you can u s e  a  remote control to c h a n g e  the size of the im age  on the screen. Use the rem ote  
control to d e c r e a s e  the size of the im age until it is no b igger than  a  dot. Continue to do this 
for the nex t two and  a half minutes a t the  end of which I will tell you to stop.
il
> Experimental Group 3:
I would like you to start counting from 100 to 0 backw ards in 2s .  If you forget where you have  
go t to or  g e t  to zero, start again from 100. Continue to  do  this for the next two and  a  half 
m inutes a t  th e  end  of which I will tell you to stop.
Instructions for All Participants
•  P le a s e  fill in part th ree  of the questionnaire booklet, p a g e s  1 0 - 1 2 .
•  Before th e  next sess ion  I would like you to fill in a  diary recording the num ber of times you 
h av e  th e  im age you have b een  thinking ab o u t  today a n d  also about the vividness of these  
im ages  an d  the am ount of distress they c a u s e  you. P le a se  also note if you have any 
other  im a g es  from the video. I would like you to fill in this diary for the remainder of today 
and  for the  next two days. P le a se  bring th e s e  diaries with you to the follow up session. 
Do you h ave  any questions?
T he  diary a n d  se ss io n  two are essen tia l a s p e c ts  of the  experiment. It is therefore very 
important that you at tend session two.
It is essen tia l  that you do not discuss  anything to do with this study with people who are takino 
part or likely to take part in the experiment a s  it would spoil the  point of them attending. There 
will be  an  opportunity to ask questions abou t the  study after  the follow up a s se s s m e n t  has  
b e e n  com pleted.
I will s e e  you again  on 
today.
Thank you for coming
Session 2
First of all I w an t  to thank you for coming to this follow up s e s s io n  and  for bringing back the  
diaries. Today 's  se ss ion  will involve completing a  short ques tionnaire  an d  an  opportunity to 
a s k  q ues t ions  a b o u t  the  study. Do you have any ques tions  before we s ta rt?
* I would like to a sk  you to begin by bringing to mind th e  image you w ere  thinking abou t 
during the  first session.
•  P le a s e  fill in part four of the questionnaire booklet, p a g e s  1 3 - 1 5 .
Debriefing
W e have  now com e to the end of the  experiment. W hat I would like to do now is to explain 
w hat the s tudy w as  about. I will give you a brief sum m ary of the study's aims and then give 
you the opportunity to ask  questions abou t the study.
Intrusive thoughts  a re  found in a wide range of emotional disorders, particularly anxiety 
disorders.  T h e s e  thoughts can take a  variety of forms such  a s  images, verbal thoughts or 
recurring memories. This study is focusing on intrusive visual images which have b een  found 
to be  com m on in post-traumatic s t re s s  disorder in.v/hich p eo p le  develop anxiety symptoms 
after experiencing or witnessing a traumatic event, such a s  a  road traffic accident or similar 
d istressing incident.
The aims of this study are to investigate the effects of manipulating visual im ages of traum atic 
even ts  on both the mood, e.g. anxiety associa ted  with an  image, and the  characteristics, e.g. 
vividness, of an  image. The study is comparing the following interventions: (i) bringing to 
mind an  im age and  holding it in aw areness ;  (ii) changing th e  form, e.g. size, of an  image with 
a control group; and  (iii) bringing an  image to mind and completing a distraction task).
By examining the impact different manipulations have on th e  mood assoc ia ted  with, and  the  
characteristics of th e se  images, it is hoped  that this piece of research  will provide insight into 
w he the r  manipulating visual im ages directly may be of the rapeu tic  benefit in anxiety disorders, 
particularly post-traumatic s tress  disorder.
I am extremely grateful for your participation in this experiment.
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Table 1 Demographic and Sample Characteristics for Completers and Non-completers
Completers N on-completers Statistic p-value
SexN  (%)
Male
Female
Age (years) mean (s.d) 24.76(8.32)» 19.63(1.06)b Z = -2.74 .006
Intrude mean (s.d)1 
median
51.30(22.99)
60.00
38.75(18.08)
40.00
Z = -1.45 .147
BDI mean (s.d) 5.80(4.11)» 10.50(6.39)b Z = -2.02 .044
STAI-S mean (s.d) 33.49(8.82) 33.38(6.07) Z = -0.23 .820
STAI-T mean (s.d) 38.02(9.87) 37.88(11.69) Z = -0.16 .877
Mood mean (s.d) 
median
Upset 15.27(19.42)
10.00
16.25(15.06)
10.00
-0.60 .552
Happy 69.82(14.97)
70.00
70.00(17.73)
60.00
-0.53 .600
Anxious 24.00(24.54)
10.00
31.25(26.96)
25.00
-0.75 .454
Sad 11.45(17.99)
0.00
18.75(15.53)
15.00
-1.86 .063
Angry 9.82(19.39)
0.00
7.50(7.07)
10.00
-1.09 .274
Note 1: Completers: n  = 55; Non-completers: n = 8 (unless otherwise specified) 
Note 2: Means with different superscripts differ significanlty (p < .005) 
i Completers: n = 54; Non-completers: n = 8
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Table 2 Comparison of the Effect of Videotape on Mood for Completers and Non-completers
Completers Non-completers Statistic p-value
Mood change mean (s.d) 
median
Upset 39.82(30.28) 40.00(22.04) Z = -0.01 .992
Happy -34.18(23.70) -37.50(15.81) Z = -0.50 .615
Anxious 24.73(26.09) 1.25(32.27) Z = -2.05 .040
Sad 45.27(28.99) 41.25(22.32) Z = -0.37 .708
Angry 24.36(28.14) 20.00(22.68) Z = -0.38 .705
Note 1: Completers: n = 55; Non-completers: n = 8
Note 2: Means with different superscripts differ significantly (p < 0.05)
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Table 3 The Effect of the Videotape on Mood for Completers and Non-completers
Baseline Post-videotape Statistic p-value
Mood bv Experimental Group
mean (s.d)
median
Upset
Completers 15.27(19.42) 55.09(26.93) Z = -5.97 .000
10.00 60.00
Non-completers 16.25(15.06) 56.25(23.26) Z = -2.53 .012
10.00 65.00
Happy
Completers 69.82(14.97) 35.64(19.98) Z = -6.09 .000
70.00 40.00
Non-completers 70.00(17.73) 32.50(18.32) Z = -2.56 .011
60.00 30.00
Anxious
Completers 24.00(24.54) 48.73(27.76) Z = -5.37 .000
10.00 50.00
Non-completers 31.25(26.96) 30.00(20.00) Z = -0.09 .932
25.00 30.00
Sad
Completers 11.45(17.99) 56.73(28.22) Z = -5.92 .000
0.00 70.00
Non-completers 18.75(15.53) 60.00(20.70) Z = -2.54 .011
15.00 65.00
Angry
Completers 9.82(19.39) 34.18(27.20) Z = 5.12 .000
0.00 30.00
Non-completers 7.50(7.07) 27.50(24.93) Z = -2.04 .041
10.00 15.00
Note 1: Completers: n = 55; Non-completers: n = 8
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Appendix 7: Post Hoc Tests
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Table 1 P ost hoc tests com paring changes in  m ood  betw een  experim ental groups im m ediately  
fo llow in g  intervention
Exposure x Transform ation Exposure x  Distraction Transform ation x  Distraction
M ood Statistic p-value Statistic p -value Statistic p-value
U pset Z = -3.64 .000 Z = -3.12 .002 Z = -0.55 .584
H appy Z = -2.96 .003 Z = -3.55 .000 Z = -0.91 .361
A nxious Z = -3.84 .000 Z = -2.40 .017 Z = -2.03 .042
Sad -2.82 .005 -2.94 .003 Z = -0.15 .881
N ote  1: Exposure: n  = 17; Transformation: n  =  18; Distraction: n  = 20
Table 2  P ost hoc tests com paring changes in  im age characteristics betw een  experim ental groups 
im m ediately fo llow in g  intervention
Exposure x Transformation Exposure x Distraction Transformation x Distraction
Mood Statistic p-value Statistic p-value Statistic p-value
Distressing Z = -3.67 .000 Z = -2.38 .017 Z = -2.43 .015
Vivid Z = -4.03 .000 Z = -2.84 .004 Z = -2.16 .031
Unpleasant Z = -2.56 .010 Z = -0.73 .467 Z = -1.20 .046
Real Z = -3.39 .001 Z = -1.02 .309 Z = -2.95 .003
Intrusive Z = -3.04 .002 Z = -2.92 .004 Z — -0.63 .529
Overwhelming Z = -3.70 .000 Z = -2.85 .004 Z = -1.65 .100
N ote  1: Exposure: n  = 17; Transformation: n  = 18; Distraction: n  = 20
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Table 3 Post hoc tests comparing changes in mood between experimental groups at follow-up
Exposure x Transformation Exposure x Distraction Transformation x Distraction
Mood Statistic p-value Statistic p-value Statistic p-value
Upset Z = - 3.68 .000 Z = -4.15 .000 Z = -1.85 .065
Happy1 Z = -1.48 .140 Z = -2.54 .011 Z = - 0.74 .461
Anxious Z = -1.62 .104 Z = -2.84 .005 Z = -1.37 .172
Sad Z = -2.97 .003 Z = -3.48 .000 Z = -0.50 .615
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n  = 20 
i Exposure: n  = 17; Transformation: n = 18; Distraction: n  = 19
Table 4 Post hoc tests comparing changes in image characteristics between experimental groups at 
follow-up
Exposure x Transformation Exposure x Distraction Transformation x Distraction
Mood Statistic p-value Statistic p-value Statistic p-value
Distressing Z = -3.15 .002 Z = -2.84 .004 Z = -0.12 .905
Vivid Z = -3.26 .001 Z = -2.87 .004 Z = -0.58 .564
Real Z = 3.09 .002 Z = -2.78 .005 Z = -0.67 .502
Intrusive Z = -2.96 .003 Z = -2.94 .003 Z = -0.40 .688
Overwhelming Z = -2.29 .022 Z = -2.78 .005 Z = -1.27 .205
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20
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Table 5 Comparison of mood ratings at follow-up across experimental groups
Exposure Transformation Distraction Statistic p-value
Mood mean (s.d) 
median ■
Upset 12.94(14.04)
10.00
21.11(15.30)
20.00
19.50(17.91)
20.00
Chi2(2,55) = 2.81 .246
Happy1 67.06(19.95)
70.00
60.00(19.40)
70.00
68.42(16.08)
70.00
Chi2(2,54) = 1.58 .454
Anxious 21.18(19.33)
20.00
17.22(17.08)
10.00
18.50(24.98)
5.00
Chi2(2,55) = 0.99 .609
Sad 18.24(23.25)
10.00
27.22(18.73)
30.00
21.50(24.98)
10.00
Chi2(2,55) = 3.19 .203
Angry 10.59(12.98)
10.00
12.78(14.47)
10.00
16.00(27.22)
0.00
Chi2 (2,55) = 0.88 .645
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20 (unless otherwise specified)
i Exposure: n = 17; Transformation: n = 18; Distraction: n = 19
242
Research Chapter: Large Scale Research Project
Table 6 Comparison of image characteristic ratings at follow-up across experimental groups
Exposure Transformation Distraction Statistic p-value
image characeristic 
mean (s.d) 
median
Distressing 42.94(24.43)
40.00
36.11(22.53)
30.00
41.50(28.89)
40.00
Chi2(2,55) = 0.57 .753
Vivid 33.53(24.99)
30.00
35.56(20.93)
35.00
45.50(20.12)
50.00
Chi2(2,55) = 4.31 .116
Unpleasant 57.06(24.18)
50.00
46.11(25.93)
45.00
53.50(28.52)
60.00
Chi2(2/55) = 1.45 .483
Real 42.94(26.16)
30.00
48.89(19.37)
55.00
62.50(23.81)
60.00
Chi2(2,55) = 6.73 .035
Controllable 88.24(10.15)
90.00
83.89(21.18)
90.00
85.50(17.31)
90.00
Chi2(2/55) = 0.01 .998
Intrusive 16.47(11.69)
20.00
22.22(17.34)
20.00
19.50(16.38)
20.00
Chi2(2,55) = 0.83 .659
Overwhelming 10.00(9.35)
10.00
11.67(12.95)
10.00
10.00(10.26)
10.00
Chi2(2/55) = 0.04 .981
Note 1: Exposure: n = 17; Transformation: n = 18; Distraction: n = 20 (unless otherwise specified) 
Note 2: Means with different superscripts differ significantly ( p < .005)
243
Research Chapter: Large Scale Research Project
Table 7 Comparison of image frequency during individual time periods across experimental groups
Exposure Transformation Distraction Statistic p-value
image frequency bv time
period mean (s.d)
median
Time-1 5.12(11.67)ab 3.89(3.39)= 2.06(2.39)b Chi2 (2,53) = 5.97 .050
2.00 3.00 1.00
Time-2 2.65(7.10) 1.67(1.38) 0.72(1.23) Chi2(2/53) = 2.63 .269
1.00 1.00 0.00
Time-3 2.00(4.76) 1.11(1.37) 0.61(0.78) Chi2(2,54) = 1.01 .603
1.00 0.50 0.00
Time-4 0.94(1.39) 0.50(0.71) 0.32(0.58) Chi2(2,54) = 2.37 .306
0.00 0.00 0.00
Time-5 0.88(1.80) 0.50(0.92) 0.26(0.56) Chi2(2,54) = 1.06 .589
0.00 0.00 0.00
Time-6 1.35(1.50) 0.44(0.62) 0.42(0.84) Chi2(2,54) = 6.90 .032
1.00 0.00 0.00
Time-7 0.71(1.10) 0.33(0.59) 0.32(0.58) Chi2(2,54) = 1.50 .473
0.00 0.00 0.00
Time-8 0.59(0.87) 0.44(0.70) 0.32(0.67) Chi2 (2,54) = 1.44 .488
0.00 0.00 0.00
Time-9 0.29(0.77) 0.11(0.32) 0.11(0.32) Chi2(2,54) = 0.57 .753
0.00 0.00 0.00
Time-10 0.41(0.80) 0.28(0.57) 0.11(0.32) Chi2(2,55) = 1.52 .468
0.00 0.00 0.00
Time-11 0.35(0.79) 0.28(0.57) 0.11(0.32) Chi2(2,54) = 1.34 .511
0.00 0.00 0.00
Time-12 0.18(0.39) 0.25(0.77) 0.22(0.55) Chi2(2,53) = 0.11 .945
0.00 0.00 0.00
Note 1: Time periods 1 - 3: Exposure: n = 17; Transformation: n = 18; Distraction: n = 18 
Time periods 4 -11: Exposure: n = 17; Transformation: n = 18; Distraction: n = 19 
Time period 12: Exposure: n = 17; Transformation: n = 16; Distraction: n = 18
Note 2: Means with different superscripts differ significantly
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Table 8 Mean changes in image frequency
Exposure Transformation Distraction Statistic p-value
change in image frequency 
by time period
mean change (s.d)
Timel - TimeZ1 -2.47(4.67) -2.72(3.04) -1.41(2.34) Chi2(2,52) = 4.33 .115
Time2-Time32 -0.65(2.76) -0.01(1.39) -0.11(0.96) Chi2(2,53) = 0.66 .721
Time3 - Time42 -1.06(3.88) -0.611(1.33) -0.28(0.46) Chi2(2,53) = 0.58 .747
Time4 - TiirieS\ -0.01(1.85)
-0.00(1.03) -0.005(0.85) Chi2(2,54) = 0.62 .735
Time5 - Time6 0.47(1.00) -0.006(0.94) 0.16(1.01) Chi2(2/54) = 4.06 .132
Time6 - Time7 -0.65(1.32) -0.11(0.76) -0.11(0.57) Chi2 (2,54) = 1.65 .438
Time7 - TimeS -0.12(0.78) 0.11(0.83) -0.00(0.75) Chi2(2,54) = 1.27 .531
TimeS - Time9 -0.29(1.16) -0.33(0.59) -0.21(0.63) Chi2(2,54) = 0.34 .842
Time9 - TimelO 0.12(0.86) 0.17(0.51) -0.00(0.47) Chi2(2,54) = 1.00 .607
TimelO - T im ell -0.006(0.97) -0.00(0.77) -0.00(0.33) Chi2(2,54) = 0.08 .962
Tim ell - TimelZ3 -0.18(0.88) -0.00(1.03) 0.11(0.47) Chi2(2,51) = 1.20 .550
Note 1: Exposure: n = 17; Transformation: n  = 18; Distraction: n = 19 (unless otherwise specified)
1 Exposure: n = 17; Transformation: n = 18; Distraction: n = 17
2 Exposure: n = 17; Transformation: n = 18; Distraction: n = 18
3 Exposure: n = 17; Transformation: n = 16; Distraction: n = 18
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Table 9 Mean changes in image distress ratings
Exposure Transformation Distraction Statistic p-value
change in image distress
ratings bv time period
mean change (s.d)
Timel - Time2 -12.50(12.88) -6.67(8.88) -10.00(10.95) Chi2(2/29) = 1.11 .573
12 12 •5
Time2 - TimeS -7.14(9.51) -3.33(13.66) -2.00(10.95) Chi2(2,18) = 0.91 .635
7 6 5
TimeS - Time4 -6.67(5.77) 0.00(16.33) -8.00(10.95) Chi2(2,12) = 0.84 .657
3 4 5
Timel - TimeS -5.00(7.07) -12.50(15.00) 0.00 Chi2(2,7) = 0.88 .644
2 4 1
TimeS - TimeS -12.00(13.04) -3.33(5.77) 10.00 Chi2(2,9) = 3.35 .188
5 3 1
TimeS - Time? -3.33(8.17) -3.33(5.77) 0.00(0.00) Chi2(2 ,ll) = 0.64 .725
6 3 2
Time? - TimeS -2.50(5.00) 0.00(0.00) -10.00 Chi2(2,7) = 2.85 .241
4 2 1
TimeS - Time9 -20.00 -25.00(7.07) -20.00 Chi2 (2,4) = 1.00 .607
1 2 1
Time9 - TimelO 0.00 0.00 Chi2(2,2) = 0.00 1.00
1 1
TimelO - T im ell 0.00 10.00 0.00 Chi2(2,4) = 3.00 .223
1 1 1
Tim ell - Timel2 0.00 10.00 Chi2(2,2) = 1.00 .317
1 1
Note 1: Due the variability of n for each of the experimental groups in these comparisons, the n values 
are also included in the table.
246
Research Chapter: Large Scale Research Project
Table 10 M ean changes in  im age viv idness ratings
Exposure Transform ation Distraction Statistic p-value
change in  im age v iv idness
ratings bv tim e period
m ean change (s.d)
T im el - T im e2 -Z.50(8.66) -9.1/(13.11) -12.00(8.3/) Chi2(2,29) =  0.99 .610
12 12 5
Tim e2 - TimeS -10.00(10.95) -3.33(15.06) -4.00(8.94) Chi2(2,lZ) = 1.32 .518
6 6 5
TimeS -  Time4 -10.00(14.14) -Z.50(12.58) 0.00(Z.0Z) C h i2(2 ,ll) =  1.79 .408
2 4 5
T im el -  TimeS -10.00(0.00) -12.50(9.5/) 0.00 Chi2(2,Z) = 1 .8 8 .392
2 4 1
TimeS -  Tim e6 -IO.OO(Z.OZ) -6.67(5.77) 10.00(14.14) Chi2(2,10) =  4.22 .121
5 3 2
Tim e6 - T im e/ -6.67(8.17) -6.6/(11.55) 0.00(0.00) C h i2(2 ,ll) =  1.25 .535
6 3 2
T im e/ -  TimeS 0.00(0.00)a 0.00(0.00)ab -10.00b Chi2(2,Z) = 6.00 .050
4 2 1
TimeS - Tim e9 0.00 -15.00(21.21) -30.00 Chi2(2,4) =  1.50 .4 /2
1 2 1
Tim e9 - TimelO -10.00 -10.00 Chi2(2,2) =  0.00 1.00
1 1
TimelO - T im e ll 0.00(0.00) 0.00 0.00 Chi2 (2,4) =  0.00 1.00
2 1 1
T im e ll - T im el2 0.00
1
N o t e l : D ue the variability o f n  for each o f the experim ental groups in  these com parisons, the n  values  
are also included in  the table.
N ote  2: M eans w ith  different superscripts differ significantly
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